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CHAPTER 1
INTRODUCTION

Development of the Problem

ST

The impetus for the study of the ambulatory care Quality Assurance Program
at the US Army Medical Department Activity, Fort Belvoir, Virginia, is the
collective lack of useable information by which the hospital staff can make
intelligent decisions regarding Lhc_e_‘ quality of ambulatory care. Repeatedly, the
outcome of quality assurance‘/(QA’)"felated committee meetings, e.g., the Medical
Care Evaluation Committee, Ambulatory Care Committee, and other quality
assurance functions, was not useful because the committee was unable to identify
problems. This inability to identify problems is related to the lack of information
available to the committees. Although data is present, it is either not properly
summarized, incomplete, or not communicated in a useful manner. Data, by
definition, is not information due to the fact that it does not convey a complete
picture. /\/f‘fnfw'i' // I £ N Y C’_)“ /"‘ o

The Chief,i Professional Services,has repeatedly expresseld his frustration at
the lack of useful quality assurance results by the committees, departments, and
activities of the institution. In addition, the shortcomings of the hospital Quality
Assurance Program have been noted by the Joint Commission on Accreditation of
Hospitals (JCAH) on their most recent accreditation visit (June, 1981). Also, the

General Accounting Office conducted a five week survey of hospital quality

assurance programs and noted shortcomings highlighting the need for more

information.
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The increasing importance of quality assurance as evidenced by the heightened
interest of regulatory agencies, both private and governmental, and the rising
expectations of consumers mandates that the administrations of hospitals institute
effective and efficient quality assurance programs. Major General Raymond
Bishop, Commanding General, United States Army Health Services Command,
specifically addressed the issue of quality assurance in troop medical clinics and
health clinics within the command as being of primary interest.! General Bishop
expressed grave concern over the quality of care provided in the outpatient setting,.
In order to assure that the care provided in those settings is optimal, he stressed
quality assurance programs to measure the efficacy of health care. To validate his
interest, General Bishop has instructed the Inspector General of Health Services
Command to evaluate the quality of health care being provided in the ambulatory
care settings throughout the command.

Statement of the Problein

To determine the best system for ambulatory care activities to gather
information to evaluate the quality of outpatient care provided at the US Army
Medical Department Activity, Fort Belvoir, Virginia.

Objectives

The objectives of this study are threefold:

l.  To determine the type of information which is needed by outpatient
organizations to evaluate the quality of care provided by that clinic. Concurrent
with that initiative is the determination of the proper source of the needed

information.

)
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' ) 2. To develop a methodology for extracting the needed data and converting
X it to useful information.
- 3. To create a vehicle for displaying the information.
:. Criteria ;
ﬂ The criteria by which the results will be evaluated against will insure that:
' l. 7. methodology for extracting data and its conversion to information }
: must be performed by clerical or paraprofessional personnel.
..i' 2. The source of the data must be readily available. '

3. The vehicle to display the information must be standardized.

4. The information must be acceptable to the clinic/activity/department

%
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chief conducting the quality assurance program.
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. ' Assumptions
K
b The course of this study will be guided by several factors which are assumed
A
. by the author to be true and will determine whether the study will be viable in the :
o
4 kY
future. Those assumptions are: '
'. l.  The need for quality assurance activities will not dirninish. g
; 2. Clerical and paraprofessional personnel will be responsible for gathering g
\
the data, converting the data to information, and displaying the information.
o
) ‘x
" 3.  The recommended method for gathering information will be applicable to 7
'-a
) .
: all outpatient clinics. ::
" ¢
: Limitations
B — "
)‘\
_ The following limitations will be utilized in evaluating this program: .
. N ,
1. Only high volume clinics will be used as models to analyze and develop the :_'s'
quality assurance activities of ambulatory care.
; Ak, N
V - !
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'f. _ 2. The individuals who will perform the data gathering and other tasks
.y

:: involved in the system will be from existing resources.

[’
e el L

3. Additional resources will not be available to the hospital to gather the

-. information needed to assess. %
\;’ Research Methodology g
. In order to fulfill the objectives of the study the following research techniques

E‘l will be utilized: ‘
_:‘ I.  Identification of needed information.

2 a. Consult appropriate literature.

';: b. Interview the professional staff of the outpatient facility. %
'f 2. Identification of data sources. .;‘
I . ) a. Consult with the US Army Patient Administration Systems and 3
:'_‘i Biostatistical Agency (PASBA). ;:
.~ b. Investigate the information locally available. :
' (0 The patient Health Record/Outpatient Treatment Record. \

§ (2) l.aboratory, radiology, and pharmacy data. :
' 3 (3)  Patient representative data. ’
_ 5 (@) Patient Administration Division maintained data. '
::; (5) Uniformed Chart of Accounts data maintained by the hospital '
. comptroller. E
' 3. Method for extracting data. k
® a. Autornated systems available fromm PASBA.

: b. Locally maintained statistics (laboratory, radiology, and pharmacy

data).

v ;

1 4 N .
L)
)

Cc. Application of statistical techniques such as sampling.
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".: d. Use of concurrent or retrospective data collection. "
B v

.‘
'.: e. Establish the criteria for extracting data. y

4. Display of data.

) i
‘,:a‘ a. Analyze the nature of the data collected and determine the most N
N
\ appropriate type of display. Possible alternatives include: h
0
(1) Descriptive statistics (mean, standard deviation, mode, etc.).
[ |
:: (2) Trending as a method to determine abnormalities. )
\
M ()] Tests of statistical significance (Chi-squared, T-Test, -
. correlation).
S b. Develop a worksheet to consolidate data. ‘L
o c. Utilize currently available statistical packages on the hospital Hewlett- !
- :
; '.' packard minicomputer design mechanism for inputing the data and .
e producing useable information for the clinic chief. o
o ]
i '
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Footnotes

IMajor General Raymond Bishop, "Keynote Address," presented at the US
Army Health Services Command, Ambulatory Care Conference, Fort Sam Houston,
Texas, 29 March 1982.
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3 CHAPTER II

N

: LITERATURE REVIEW

' Introduction

",

o Quality assurance is not a subject for debate, its time has arrived.l
"\ Verification of the mandate for quality assurance is widely published in federal
' - law, national hospital accreditation standards, and Department of the Army
' regulations.2s 3, %, 5 The impetus for quality assurance activities is two-pronged.
. The critical issue in assuring the quality of care provided is improvement of health

2 status of the patient.6 Concurrent with the need for quality health care is the
j need to control the rising cost of providing health care./ Although the thrust of
/ A quality assurance activities has been centered in the inpatient setting, there is an

_ * overwhelming need to carry the quality assurance banner to the ambulatory
-; setting. The volume of patients seen in the outpatient setting is tremendous,

:; approximately 89% of illnesses are treated in the ambulatory mode.83 Even though
the per patient expense of outpatient care is obviously rnuch lower than an
inpatient visit, the magnitude of volume of outpatient visits necessitates an
: evaluation of the care provided. For every person admitted to DeWitt Army

'5.: Community Hospital 57 patients are seen on an outpatient basis.?

<,

""‘_ Structure, Process or Outcome

o

o With the tremendous number of outpatients being seen in an ambulatory mode
:* the target of quality assurance programs heretofore has relied heaviiy on the
_:: structure of the system. Structure refers to innate characteristics of the providers

»
.

(physicians, dentist., nurses, etc.), such as age, type of medical training and !

~-"‘.-J~ .P!‘.r‘-“-"-)',.."-‘ -.v-, .xa\,‘._._.r .-\.- 2 .f_.-\)-\‘ -\r.n -.r.. q\_.u_ a{ T '_\-‘-.)-"' "_
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degree, and practice of the physician.l10 The structural approach assumes that
given the proper rix of training, age, and experience a provider would fulfil] the
needs of the patients. The guardians of the structural system of assuring care are
the members of the medical professions via state boards of licensure, medical
societies at the county, state, and national level, and faculties of medical schools.
The effectiveness of the structural method is questionable. The increase in
malpractice lawsuits, the maldistribution of medical practitioners, and the claims
of unnecessary surgery indicate that the effectiveness of the structural method is
suspect.ll, 12,13

The process method of quality assurance activities is centered on the events
which occur during a patient encounter. The process incliides the patient's history,
physical findings, laboratory studies, radiographic tests, drugs prescribed, patient
instructions, and/or any other intervention which might be considered necessary in
treating a particular patient.l% The process has significant advantages over the
structual method in that attention is focused on what occurred during the
encounter, not merely how prepared the provider was for treating the patient. The
effectiveness of the process review has been demonstrated in several s dies. In
New Mexicoy a process review was used to count the inappropriate use of
antibiotics. The process review was successful in reducing the frequency of
inappropriate use of expensive antibiotics.!?

The last method of reviewing the quality of care is the outcome method. The
outcome method is concerned with the net result whether it be cure, control of
disease, or symptomatic improvement. The ultimate Jquest of quality assurance is

to improve the health status of the patient. The outcome method focuses on just
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that, the health status of the patient. The structural method only certifies the
initial competence of the provider and the process method only assesses the
fulfillment of measurable inprocess milestones. Neither of these rnethods assesses
the quality of the end product, the patient. The logical question then is why not
use outcome as the sole measurement of quality? The answer in part is that the
great majority of conditions:

- are self-limiting,

- are intimately involved with personal life style,

- are chronic conditions where a good cutcome is often temporary arrest of
the natural cause or restoration of some function, but is in either case dependent
on nursing and social support rather than medical care,

- are conditions for which modern remedies are only partially effective,

- require short-term counseling or reassurance, often effectively practical but
generally unrecorded, and

- are uncomplicated, acute infections for which antibiotics are readily
prescribed. 16

In addition, from 25 to 70 percent of patients coming for care are actually
well or "worried well".17

The net result of the three methods of assuring quality is individually
ineffective in improving the quality of care. There is a place for each of the
methods in the overall quality assurance program. The structure of the health care
system 1s well defined by the operating programs of hospitals. They include:

- a credentialing process,

- a training program, and

- an equipment and facilities upgrade program.

.-
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;:i The process method is the foundation for the appraisal of the compliance of
1;5 the professional with established patient care criteria. @ The existence of
:' imperfections in the process method shouid be recognized by the professional body.
':' Criticism of the process method is well documented in the literature and is well
k:' founded.!8, 19, 20, 21 |n light of the shortcomings in the process rcview

methodology, its ability to demonstrate behaviors is critical in order to fulfill the
tenets of the accreditation standards espoused by the Joint Commission on
\ Accreditation of Hospitals.

The outcome quality of care assessment method is the optimal method but is
the most difficult to define. The health status of an individual includes more than

a simple physical assessment of an individual body. The World Health Organization

'-'J-'."o

includes in its definition of heaith status the "complete being" that encompasses

the emotional and social as well as the physical aspect of the being.22 The

C S

¥

wholistic movement has brought the "total man/woman" issue to the forefront and

as yet this issue is not resolved.23 In order to avoid the pitfall of attempting to

define "improved health status" the basis of an ambulatory care quality assurance

program would be wise to recognize the outcome aspect, and focus its efforts on

.‘
[z eoeabw]

the more tangible aspects of a process orientated methodology.

i
acy

. Implicit/Explicit Judgement

r
a

r-’-" -11

The process system can be based on a combination of implicit/explicit

-

judgement and concurrent/retrospective data collection. The difference between

r Lt

explicit and implicit judgement is the pre-establishment of criteria. The implicit

- P
-

judgeiment is based solely on the personal experience and training of the individual
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G
L reviewer. The reviewer audits a medical record and determines whether the proper
§ medical steps in diagnosis and treatment were taken based on his/her opinion of
'.: what constitutes quality care.2¥ This method of assessing care is extremely
% ) flexible but requires a high degree of knowledge on the part of the reviewer and
e the results are unreliable.25
:: The explicit review removes the judgmental situations which are incorporated
:; in the implicit system. The explicit review is based on a set of written standards ¥
'::. established by appropriate providers. This system increases the reliability of the E
:: review and allows paraprofessional and clerical personnel to perform the review.26
) A study conducted by Johns Hopkins physicians of 296 patients at Baltimore Ejh
; City Hospital used both the implicit and explicit methods for assessing the quality A
, PN of care provided.27 The diagnosis for these patients was either hypertension, g
v * urinary tract infection, or gastric/duademal ulcer. The 296 records were reviewed '}:
i
% using implicit judgement of the process and the result was that 23 percent of the 5
_f, charts were acceptable. The same charts were then reviewed against explicit E
) criteria, and the resulv was that one percent of the records met the acceptability E
é standards. 5
4 :
This study points up the wide variation which can exist between implicit and 3
; explicit judgement in reviewing medical processes. This variation, coupled with 3
: the problems of unreliability and expense associated with implicit judgement 3
,' indicates that explicit judgement is the method of choice. i_
j; Prospective, Retrospective, and Concurrent Assessment :
j: The quality assurance standard of the Joint Commission on Accreditation of E
ﬁ Hospitals states that "once an actual or suspected problem is identified, it may bhe F
. 5 c
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assessed prospectively, concurrently, or retrospectively."28 In the ambulatory
setting the collection of data needed to conduct reviews or audits of patients
encountered is not systematic and centralized as is the case in inpatient care. This
lack of a systematic data collection effort severly limits the ability to
retrospectively analyze care. Because over | billion outpatient visits occur
annually in the United States, a system for centrally collecting data is not
imminent.2?

The prevalence of quality assurance studies documented in the literature
reflects computer assisted data collection techniques.30y 31, 32 The hilling
function in private practice provides a natural index for identifying patient
diagnosis and treatment data. In those practices with automated billing, the
practitioners capitalize on the captured data to identify patients with a specific
diagnosis or an identifiable treatment. The Harvard Community Health Plan uses a
computer stored ambulatory record (COSTAR) system to record patient data. This
system significantly improves the efficiency of the plan's quality assurance
efforts.33 The Army Medical Department is currently testing the COSTAR system
at Fort Ord, California.3% The results of the test are not completed and possible
proliferation of the COSTAR system through the military hospital system is
uncertain.

Without the aid of computerized systems for records retrieval, the
retrospective audit technique is not a viable method for conducting quality
assurance studies. The concurrent audit procedure, which is based on the premise
that the chart is reviewed shortly following the patient encounter, is a plausible

alternative to retrospective review. The term shortly is used to describe the time

12
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lapse between encounter and review because the actual time can vary from
minutes to days. Concurrent review is used to alleviate the personnel cost "
associated with records retrieval and to cut the time to complete a study.35 The
effectiveness of concurrent review is not only in the retrieval of records but also in '
corrective patient intervention.

The Automated Military Outpatient System has been used for over five years
in Army hospitals to treat large numbers of outpatients by utilizing
paraprofessional personnel to treat minor illnesses. Incorporated in that program is
a mandatory concurrent review mechanism.36 This review detects general trends
in the quality of care provided and specific treatment shortcomings can be ;
rectified by recalling the patient to the clinic. The recall of patients is not ‘
S practical in a retrospective review since a lengthy time lapse between treatment
and the time of review usually has occurred. The advantages of ease of record b
retrieval, recall of patients, and prompt correction of staff deficiencies denote the
concurrent review techniques as superior to retrospective reviews in the outpatient
setting.

In addition to the retrospective and concurrent assessment techniques, the

o s SO RELE  Jouat ey T L i e s Siags & SN o=, _ o e =~ A REE KW e ek L R R
)

JCAH refers to prospective assessments. The prospective aspects of quality

Ry iy 05 S

) assurance deals with both the structure of patient encounter and pre-establishment 4
J ¢
+) , S . .

8 of valid assessment criteria. The structural system has been discussed previously 3
) (J
) as well as the development of explicit criteria. These two factors are important in

)

)

a quality assurance program but without the concurrent or retrospective review the
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effectiveness of the prospective aspects of the program cannot be validated. The
prospective methodology cannot stand alone; it must be incorporated into the
concurrent or retrospective analysis.

Conclusion

The need for quality assurance programs is not going to vanish. Thz thrust of
outpatient quality assurance should be on the process of the patient encounter.
While recognizing the importance of the structure and outcome portions of the
ambulatory care system, the practitioners should insure that the process which
they can directly affect is optimal. The evaluation of the care provided must be
based on clinically valid criteria. Implicit criteria requires an extremely
competent reviewer and the reliability of the assessment process is questionable.
Explicit criteria enables a lesser trained individual to perform audits and achieve
superior assessment results.

In the outpatient setting, the inability to efficiently and quickly retrieve
patient charts mandates the use of concurrent audit techniques. The ability to
promptly intervene in a treatment is a significant positive side effect of the
concurrent audit.

In summary, the outpatient quality assurance program needs to focus on the
process of the patient encounter, using explicit criteria on a concurrent basis.
These principles are not applicable in all situations but any individual conducting a

study would be wise to consider their application.
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g CHAPTER 1II

THE PRESENT AMBULATORY CARE QUALITY ASSURANCE PROGRAM

! General Description of Qutpatient Services at DeWitt Armiy Community Hospital

K

¢

EE DeWitt Army Community Hospital is located on Fort Belvoir, Virginia in a

- geographical region which encompasses Virginia, West Virginia, and a porticn of the |
l::': Washington, D.C. metropolitian area. It is a 120 bed hospital which provides a
:': primary care to a population of approximately 85,000 beneficiaries. The hospital g
_ services include: family practice, general surgery, obstetrics and gynocology,

: orthopedics, neurology, outpatient psychiatry and social work, pediatrics,

,.' dermatology, physical therapy, ophthalmology and optometry, internal medicine, |
' .

® and emergency medicine. The hospital has one residency program in family
L |
;, practice with eighteen residents participating. The average patient census is 97
A
]

patients per day and an average of three births occur daily. There are currently 82

b e

physicians assigned to the institution.

«Hl
4, The hospital operates 37 separate clinics which together treated 437,826 b
3
"
N patients in fiscal year 1981.1 These clinics vary greatly in location, size, and type
" L8]
of patients seen. The Adolescent Clinic cared for 1,303 teenagers in fiscal year «
5
) 1981 and the Family Practice Clinic cared for over 46,000 patients in the same
:7: time period. In addition to the wide variation in number of patients seen, the l\f
: clinics also vary greatly in location. Many of the clinics are based in the confines .
! o
:: of the main hospital, but some clinics, such as Fort A.P. Hill Health Clinic, 45 }:.
A
1': miles south of Fort Belvoir, are located off the installation. [t is therefore '
) ~
- difficult to ideatify a typical clinic.
& ':"‘:ﬁ‘ 5
" fj
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The responsibility for the operation of the clinics within the hospital is divided
(see Figure 1). The Department of Medicine is responsible for those clinics which
are subordinate to the department such as: pediatrics, neurology, dermatology,
internal medicine, and cardiology. The Chief of Surgery is responsible for typical
surgical specialities: general surgery, obstetrics and gynecology, orthopedics,
ophthalmology and optometry, podiatry, and urology. The Department of Family
Practice is responsible for not only the family practice clinic, but also the
emergency room, physical examination clinic, and the troop health clinics. The
troop health clinics are included under the Chief of Family Practice because the
physicians operating these clinics are family practitioners. Additionally, the Chief
of Family Practice is responsible for the off post health clinics. To accommodate
this increased responsibility, the Chief of Family Practice has the collateral duty
of Director of Primary Care and Community Medicine.

Outside of the three major departments, there are still outpatient clinics
which operate under a variety of names. The Occupational Health Clinic is
supervised by an autonomous occupational health physician. The Chief of the
Cornmunity Mental Health Activity is responsible for the operation of a combined
psychiatry/psychology/social work clinic. To further complicate the situation, all
nursing personnel who staff the clinics (registered nurses, licensed practical nurses,
corpsmen, and operating room technicians) are supervised and controlled by the
Chief, Department of Nursing.

The purpose of this discussion is to acquaint the reader with some of the

variables involved in discussing the ambulatory care facilities at DeWitt Army
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Community Hospital. The clinics are dispersed, the supervision of the clinics is not
N centralized, and the type of patients seen at each of the clinics depends upon the
speciality of that clinic.

Current Ambulatory Quality Assurance Activities

fln
" The current outpatient quality assurance program at DeWitt 1s difficult to
‘ define since there is a complete lack of direction and organization to the process.
:“ When approached on the subject, the personnel in the clinics state that either it is
Py
, not done or some type of medical chart review is being conducted. Those doing
. chart reviews have no documentation of what was done, what was found, or what
': action was taken to correct deficiencies noted. The Joint Commission on
g
:: Accreditation of Hospitals' basic ground rules on quality assurance, listed below,
K.
- ';* A state that a QA program must:
"c l.  Be comprehensive,
:' 2. Be integrated,
:‘ 3.  Have problem priorization,
e 4. Be cost effective,
) 3 5. Be reappraised annually,
. 6. De problem focused,
:‘;. 7. Have clinically valid criteria,
o
. 8. Be documented, and
': 9. Have follow-up actions.
' These nine ground rules have not been considered in performing most of the quality
" assurance work at the hospital. There is an exception to the generally bleak
; outpatient quality assurance picture at DeWitt, the Departiment of Family
= N
~ i Practice. However, the efforts in that department are a recent innovation.
3
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The management of the hospital recognized the need to strengthen the quality
assurance program in the fall of 1980. The impetus for this concern was an
upcoming accreditation visit by the Joint Commission of Accreditation of Hospitals
scheduled for April of 1932. The administrative resident at that time was directed
to formulate a new QA plan which would fulfill the January, 1981 JCAH standards
on quality assurance. To that end a revised plan was developed (Appendix A). The
plan encompassed all the facets of a model plan which the JCAH outlined in the
Manual for Accreditation of Hospitals, dated 1981. The organizational structure
was activitated prior to the accreditation and quality assurance projects began to
flow.

Subsequent to the accreditation visit, the flow of problems slowed to a trickle.
The reason for this can be linked to several key factors. First the plan, although
technically correct, was not a tocl which the practitioners could use as a ready
reference. The format for submitting problems (DA Form 2496, Appendix B)
required a great deal of information, and was cluttered. The chart which described
the flow of information (Figure 2) did not present a clear picture of the quality
assurance process.

Another reason for the failure of the plan can be traced to the management of
the program, the Hospital Executive Committee. This committee is composed of
the Hospital Commander, the Executive Officer, the Chief of Professional
Services, and the Chief, Department of Nursing. The committee was to serve as
the Quality Assurance Committee for the institution. It became quickly ubvious
that the QA activities of the hospital were not being properly monitored by the

Executive Committee. The jolt which led to that realization wus the reoccurring
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comment on all the committee minutes reviewed of, "No quality assurance
problems noted." This resulted in a decision that another structure had to be
developed to oversee the QA program.

In order to reevaluate the process to establish a more viable structure,
meetings with the hospital leadership were conducted. The results of those
meetings were:

l. The medical and administrative staff did not want to participate in
another committee.

2. The focus of the QA program would be at the departmental level, with the
department chief having the decentralized responsibility to conduct the QA
program at his/her level.

In order to include the recommendations of the majority, the plan was
rewritten (Appendix C). The revision included the formation of a Quality
Assurance Coordinating Committee to oversee the QA activities of the hospital.
To reduce time demands on the staff of the hospital, the membership was limited
to:

1. Chief, Professional Services (Chairman),

2. Department of Nursing QA Coordinator,

3. Chief, Inpatient Branch, Clinical Support Division,

4. Risk Manager, and

2. Administrative Resident.

The issue of departmental centered QA activities was included in the plan by
specifically challenging the departments to develop a QA plan for their

organization and requiring reports on their activities.
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The revised plan simplified the reporting procedures and attempted to place
the monitoring responsibility on a committee (the QA Coordinating Committee)
better suited to perform the detailed supervision needed.

The quality assurance activities perforrned in the hospital's outpatient
activities are minimal. The Department of Family Practice is the current
pacesetter in performing outpatient quality assurance studies. This department has
not only the family practice clinic under its control, but is also responsible for the
troop health clinics, health clinics at Fort A.P. Hill and Vint Hill Farms Station,
the emergency treatment room, the acute minor illness clinic, and the flight
surgeons' clinic.

The Department of Family Practice conducted a study in the emergency room
on corneal abrasions. The results of this study (Appendix D) revealed a basic
understanding of audit procedures, but the format did not identify individual
providers whose practice was unacceptable. Although incomplete, the study
resulted in new protocols and training sessions to correct shortcomings. A follow-
up study (Appendix E) showed some improvement in the quality of care provided for
that specific diagnosis.

The reason for the family practice department's QA program is not entirely
self-motivated by the department's personnel. The department is responsible for
an accredited residency program and in order to fulfill the accreditation standards
the departinent must have a viable QA program. The family practice QA plan does
not directly address the monitoring of individual physician practice. The
identification of deficiencies on a departmental level may be inappropriate if one

or two practitioners are responsible for the majority of the deficiencies. The
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monitoring of the quality of care provided should extend to the individual
physician. This is particularly true in a teaching program if a resident's ability is
to be objectively assessed.

Beyond the family practice department's efforts, the efforts of the hospital
are not very effective., The quality of care rendered in the Acute Minor Iliness
Clinic {AMIC) is required to be monitored by the program document which
prescribes daily audits of the enlisted personnel who are physican extenders.2 This
audit is to insure that the extenders are complying with the algorithms which
prescribe diagnostic and treatment regimens for an array of common diagnoses and
patient physical complaints. This mandatory review of 10% of the cases seen daily
is excellent for insuring program maintenance but does not evaluate the efficacy of
care other than that which is prescribed in the extenders manual.

The Ambulatory Care Cominittee, comprised of providers of ambulatoty care,
conducts semi-annual audits of outpatient care as mandated by Standard VI of the
JCAH. The results of those audits have not been widely disseminated or intergrated
into other quality assurance activities in the institution.

The Chief of Emergency Services, in conjunction with the Chief of Pediatric
Service, has instituted a daily review of all pediatric patients seen in the
emergency room during the previous evening and night. The thrust of this review is
to survey the appropriateness of care provided by the emergency room staff. This
daily audit allows the pediatric staff to contact the patients if they feei that

additional care needs to be rendered. The shortcoming with the system is that a
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:: methodology for trending problems which are cither generally applicable to all .3

} E: providers or are attributable to an individual provider is needed. This lack of E
!'- feedback invites a constant repetition of the problems. ’
. %
:.:' The Medical Care Evaluation Committee of the hospital is responsible for a "
: number of monitoring activities associated with quality assurance and utilization !
' review, Specific to outpatient care is a chart review process whereby a random .
': sample of approximately 30 records is provided to each of the major departments :E
"::‘ (surgery, medicine and family) as well as pediatrics, obstetrics and gynecology :
3 service. The chief of each of these departments/services conducts a review of the
E last visit annotated in the patient's record. There is no criterla for commonality of b

2;. the record except that the last visit must be in the service within the preceding ,
* o ninety days. The chief reviews the chart based upon his knowledge and reports :
'_:' findings to the committee in a round table fashion. The findings are typically N
;::: negative. A review of the committee minutes revealed a complete lack of action é
B resulting from this type of audit. .7
:E: Summary of Current Quality Assurance Activities :
:.:': The current outpatient quality assurance process at DeWitt Army Community .::
> Hospital is not coordinated. There are clusters of outpatient QA activities

; (]
;: performed, but their results are not intergrated into a hospital wide program. The t

' g inforrmation gained by one study is not shared with other providers in the ‘
': institution. The institution lacks a sense of direction in the assurance of outpatient "

-..i care. ‘.
: The lack of direction is due in part to the inexperience of the professional ::: i
; staff in performing QA studies. The retrospection audits performed during the "
R 3
N
3 ]

:' 2 7 .l

PR N N R AV A N N A LA ']




1970's were conducted primarily by medical records technicians and were basically

ineffective. The idea of starting an audit process for outpatient care is

unwelcomed by many physicians and this feeling, coupled with a general lack of

knowledge of quality assurance techniques, e. g., concurrent audits, generic audits,

and process versus outcome audits, presents a significant challenge to the hospital

leadership.

The fundamental problem with the QA program is a lack of understanding by

the medical staff of what QA is. The nonproductive chart audits conducted by the

Medical Care Evaluation Committee typifies the utter futility of the current QA

program. This paper will discuss the primary responsibilities of the hospital staff

in the QA program. They are:

AV Y
J; l.  Problem identification,

2, Criteria development,

3. Documentation, and

4. Follow-up.

The next chapter will address each of the responsibilities.
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CHAI'TER IV

PROPOSED PROGRAM

As discussed in the preceding chapter, the professional staff does not desire to
participate in an additional committee. The QA Coordinating Committee monitors
the actions of the existing committee structure and departmental level QA
activities. In order to assist department chiefs and the committee chairpersons in

fulfilling their QA responsibilities, a well defined program must exist. The

program must facilitate meaningful actions with a minimal amount of professional
time expenditure. This chapter is designed to outline a program so that individuals
responsible for QA actions can fulfill the intent of the JCAH QA standards.

Rl
° Program Structure

The process of a QA program includes a number of requirements to insure
thoroughness and effectiveness. As outlined by the JCAH,! a QA program must:

I.  Be comprehensive,

2. Be intergrated,

3. Have problem prioritization,

W AR X N KSR W BB e w w . w w m= e —

4. Be cost effective,
Be reappraised annually,

6. Be problem focused,

—TETE R R
N

7. Have clinically valid criteria,
Be documented and,

9. Have follow-up actions.
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' ; In addition to these nine requirements, the JCAH specifies various 4
A '
_ ; audits/reviews for the hospital services. These 37 required QA actions are listed in
T §
0 .,
Appendix C.
Wy W
" Tha revised hospital QA plan (Appendix C) includes as Annex A, a chart of the ::
§ ]
p QA organization (see Figure 3, next page). The first five requirements can be \
W 3
viewed as a responsibility shared by the QA Coordinating Committee and the
p 4
. . . . : .
j‘ Executive Committee. The last four issues are of primary concern to the reporting 0
ot
L)
» activities. o
]
1 ‘..
The program outlined in the revised hospital QA plan (Appendix C) provides _
“8,
',: the basic framework for a viable program. The major concern is that quality ':
| 03
‘ assurance studies have not been initiated at the reporting level. Only in l';
: ® anticipation of the accreditation visit by the Joint Commission on Accreditation of
N
by Hospitals did the flow of quality assurance studies begin. Since the timne of the '
N
0

survey (June, 1981) to the present only five quality assurance studies have been

Py
s

o instituted.2 Of the five studies, three are applicable to the outpatient setting.

N f
N

;:s To have an effective ambulatory care quality assurance program, emphasis

)

Y must be placed on the four primary responsibilities of the report activities: 1) X
1 b p P

3
=, A

problem identification, 2) clinically valid criteria, 3) documentation, and &) follow-

*J
§
" up. P
" \
Ry Problem identification y
Y
[ .
) The literature constantly refers to an elaborate listing of sources for 7
. s
s identification of quality assurance problems.3s # The list encompasses: ).
\1
\
N \
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I. Organization

EXECUTIVE COMMITTEE

QUALITY ASSURANCE
COORDINATING COMMITTEE

-

—

COMMIT'TEES/SUB

c
SELECTED HOSPITAL
COMMITTEES J

REHABILITATIVE/
ANCILLARY SERVICES

Composition of QA Coordinating Committee

chief, Professional Scrvices (CPS) Chairman

Risk Manager
Nursing QA Coordinator

. Chief, Inaptient Care Branch
Administrative Resident
Secretary to the CPS

Member
Member
Member
Member
Recorder

FIGURE 3
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b 1. Utilization Review Data,

2. Morbidity Review,

3. Mortality Review,
4, Tissue Review,

Antibiotic Committee Results,

A S O
\n
.

6. Therapeutics Agents Board Results,
7. Blood Utilization Committee,
8. Infectious Disease Committee,

9. Unusual Occurence Report,

10. Safety Committee,

11, Outside Audit Agencies, e.g., JCAH, Army Audit Agency, General

e Accounting Office, and

12. Credentials Committee.

Interviews with the professional staff of the hospital reveal that many of the

above listed sources of inforrnation are not being used to formulate quality

assurance studies.?» & A reason for this is a lack of demand to conduct quality

assurance studies.

For example, a review of minutes of the tissue, infectious disease control,

blood utilization, and morbidity committees shows that a standard agenda is

followed and results are predictable. Variations noted in the discussion are

explained and typically no recommendations are made concerning problems noted.

In order to correct this situation, guidance to the committee chairpersons

mandating problem identification is needed. The Chief, Emergency Medical

Services, stated that it would be helpful in formulating studies to have more
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X information from the laboratory on problems emanating from his department.” A
. follow-up interview with Major Ridenour, Assistant Chief, Department of
Pathology, established that it is possible to identify trends i~ apparent
inappropriate use of laboratory tests.® This failure in communications is due to the
! lack of a concentrated effort on the part of various departments and services to
surface problems.

The professional staff of the outpatient clinics requires information not only
:: on what types of patients they treat but also on how the treatment of patients
. affects other activities within the hospital. In an effort to correct this situation,
9 the revised hospital quality assurance (Appendix C) has placed an emphasis on

i departmental/separate service quality assurance activities. By requiring separate

™ services and departments to report their quality assurance efforts monthly to the
! Quality Assurance Coordinating Committee, a portal for expression of both intra
D)

and interdepartmental problems is opened. The identification of a problem in other

L A

services via the interdepartmental problem identification format leads to increased

] by
] departmental interaction. A collegiality must exist among staff members to ;:
‘ effectively deal with these types of problems. Heretofore, waiting for staff E
‘ members to voluntarily identify problems has not resulted in any action. The
:‘ author noted that the majority of interdepartmental action arose from possibly y
3 disastrous incidents. Responses are normally hasty and although the results may be ‘
o appropriate, waiting for a crisis to identify a problerm is not consistent with modern :
' ' management practices. a
W
: In addition to problems identified by committees, services or departments, §

there are other sources of information available to identify problems. Dr. Stanley

.":'J
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Skillicorn in his book, Quality and Accountability, elaborates on the need to

identify problems from both official and unofficial sources. The official sources
are comprised of necessary reports, statistical summaries, and minutes of
meetings. Although these docurnents include many important facts which pinpoint
quality assurance problems, the institution must recognize unofficial information
as an important source of problem identification.

The problem with unofficial information is capturing it. At some point an
individual must locate the problem and communicate the concern to an individual
who will act on it. Verbalizing the problem is not adequate. At some juncture the
unofficial information needs to be transformed into writing, making it official. At
the present time patient complaints are transmitted to the patient representative
via spoken word or in writing. In either case the complaint is eventually recorded
on a Concerned Care Comment (Appendix F).

The complaints are handled on an individual basis with a written reply sent to
the patient. The total number of complaints is catagorized monthly and used as
the basis for a monthly patient representative report (Appendix G). The report is
reviewed by the hospital staff and the resultant action is sporadic. Changes
resulting from the report have been made in patient waiting times in the
emergency treatment room and pharmacy. Also, several indepth studics of the
central appointment system have been conducted. The concerns patients convey
are acted upon individually and in a number of cases have produced changes.
Although improvement has occurred, the system could be more productive.

The format of the current patient representative report is typical of many of

the documents which convey hospital status. The infectious disease report and
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unusual occurence report are other quality of care indicators that can be used more
effectively in problem identification. These reports provide a point in time status
of the indicator, e.g., the number of patient complaints during the previous month.
The actual number would be more meaningful if there was a basis of comparison.
An example is the patient complaints viewed as a function of the total outpatient
visits. By recovering historical data regarding the number of outpatient visits and
the complaints by month, a trend line can be developed.

The concept of trending can be applied to any quality of care indicator which
can be correlated to an independent variable. Possibilities include medication
errors per inpatient days, radiographic retakes per total radiographic procedures,
or post operative infections per total episodes of surgery. While developing a trend
line, prediction intervals can also be determined. These intervals are a range of
values from which a band of expected values can be developed. By graphing the
trending line and the band of expected values, the analyst has an effective tool to
display reporting statistics. An example of such a graph is on the following page
(Figure 4). By utilizing trending as a management tool, the quality assurance
reviewing officials can concentrate on pinpointing sources of identified
abnormalities rather than deciphering the relevance of the reported information.

The patient advocate gives the patient a voice in formulating policy change
but the staff lacks a similar conduit to express concerns. To rectify this situation,
a system for individual expression of possible quality assurance problems needs to
be defined. The form included in the revised hospital quality assurance plan

(Appendix H), MEDDAC Form 522, Quality Assurance Program Problem
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! Assessment Worksheet, has the potential to allow individual initiation of problem

identification. The solicitation of individual initiatives needs the support of the

hospital leadership. A non-retribution policy needs to be extended to those who

Ty step forward to reveal a problem. An open invitation to all staff members to
',: provide input to the program should uncover potential problems. The handling of
problems requires tact on the part of the quality assurance chairman. Positive

reinforcement of those who contribute, no matter how mundane the subject, should

be the tone.

| o i”

1f the situation arises whereby the department/committee level QA activities
Y are unable to identify problems from any of the sources already discussed then the
activity should take actions to discover problems. Medical records auditing is a

® viable technique in detecting QA problems. A review of medical records can

i -

reveal problems which might go undetected. A logical approach would be to review

selected charts based on prevalence of either a diagnosis or a medical complaint.

To determine the most prevalent diagnosis/chief complaint, a survey was

conducted for a one week period in four large outpatient activities. The activities

0 were: (1) Obstetrics and Gynecology Clinic, (2) Acute Minor Illness Clinic, (3)

South Post Health Clinic, and (4) Familvy Practice Clinic. These clinics were
selected because they represent a cross section of the patient population treated.

The survey document (Appendix I) required the clinic personnel to catagorize

and record the chief complaint and diagnosis of patients seen. The tabulation of

\ the data provided the clinic chief an assessment of the variety of ailments and
diagnoses treated in that particular setting. The results of the survey are depicted

in Appendices 1.1, 1.2, 1.3, and 1.4.

P
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From this information a plan can be developed for performing studies to
evaluate the quality of care provided based on the prevalence of the
diagnosis/chief complaint. The rank-order assessment of diagnosis/chief complaint
provides the clinicians with a logical basis to formulate a QA plan in the absence of
other stimuli.

Carrying the survey of the clinics to all thirty-seven clinics in the hospital
furnishes the institution with a snapshot of the types of complaints and diagnoses
seen by the hospital on the aggragrate. Referring to the JCAH standard on quality
assurance, hospital-wide priorities are required.? A compilation of total number of
patients seen for a specific diagnosis in all clinics supplies a basis for decision
making on assignment of those priorities.

Clinically Valid Criteria

The development of criteria is fundamental to the quality assurance process.
An objective of this study is to enable paraprofessional personnel to perform the
bulk of the audit process. In order for this goal to be achieved, the development of
explicit audit criteria must be accomplished. Discussions with various clinic chiefs
did not produce a concensus in this area. The clinics with fulltime hospital staff
assigned agree that paraprofessional personnel can perform chart audits with
certain reasonable limitations, However, in the troop clinics, the professional
staff conducts the audit process because of constant personnel turnover
problems, 10

Even in those clinics which have the paraprofessional staff available to
conduct chart audits, the professionals dirccting the study should insure that the

paraprofessionals understand the audit criteria and have a point of contact for
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resolution of problems. The physicians who establish the criteria need to recognize
the possibility of exceptions and have those charts which do not fit the mold
referred to a professional for resolution.
Pocumentation

The documentation of QA activities is critical in the accreditation process.
The JCAH survey team is only able to base its decision on the effectiveness of a
quality assurance program on the files and records available. The documentation
phase represents a sizable investment of manpower. In documenting a QA study,
four separate subjects must be addressed:

l. ldentification of information sources,

2, Methods of capturing information,

3. Data manipulation, and

4. Conclusion development based on data analysis.
A discussion of each follows.
Identification of Information Sources

The discussion with the clinicians in the outpatient setting reveals a need for
more complete information to assess the quality of care provided. Identification of
information sources is the next order of business. A source of information is the
Patient Administration System and Biostatistical Agency, (PASBA) US Army
Health Services Command, Fort Sam Houston, Texas. The PASBA is the single
manager for all automated biostatistical information for the US Army. This
organization compiles a tremendous volume of information on patients treated in
Army hospitals. However, a discussion with Liecutenant Colonel Arthur Badgett,

Chief, Biostatistical Division of the agency, revealed that the vast majority of the
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information captured is on patients admitted to the hospital.11 The only data
available on outpatients is the number of clinic visits and the catagory of
beneficiary, e.g., active duty, dependent of active duty, retiree, etc. The data
available at the PASBA is also locally available and does not appear to be helpful.

LTC Badgett recognized the lack of automated information as a problem in
monitoring quality assurance. Currently, experiments are being conducted at
various Army hospitals to determine if it will be feasible in the future to capture
outpatient treatment data. The high volurne of outpatient visits within the Army
makes this task extremely difficult. LTC Badgett's prognosis for automated
support in outpatient services is not optimistic; an automated system is at least
five years in the future. Obviously, the quality assurance program cannot wait for

A\ automated data collection.

Without support from the PASBA the hospital will have to rely on locally
available data. The heart of the hospital data collection is the Patient
Administration Division.  This information source has the responsibility for
maintenance of all outpatient medical records of patients treated at the hospital.
Currently, the division is maintaining in excess of 75,000 outpatient records.l?2
Army outpatient treatment records are kept in a chronological sequence, the most
recent encounter is the last entry in the record and is the top document in the file.
The size of the record depends on the number of times the patient is treated. The
record can be perpetual and the same record may contain forty years worth of
data. The only time an outpatient treatment record is retired is when the patient

has not been seen within the last three years. Even if the record is retired, it is

forwarded to the records storage area in St. Louis, Illinois and held for no less than
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25 years.l3 The outpatient medical record is the single most valuable source of

information for evaluation of quality of care in the institution. The evaluation is

- o

determined from the notes made by the provider in conjunction with the results of

tests performed. Since the coinpleteness of the record is a key factor considered

by the Joint Commission, the record should also be the primary focus of local
quality assurance activities.

The outpatient medical record contains many different types of data. The
Y most common elements of the outpatient record include laboratory results, x-ray
results, copies of physical examinations, summaries of inpatient episodes, and

narrative descriptions of outpatient visits. The quality of the record depends on

the individuals who contribute to the body of the record. The laboratory and other

,.
e

departments are responsible for insuring that copies of all tests are forwarded to
the outpatient records room for posting to the record. Herein lies a Lremendous
problem. In order to post results, the record must be in the records room. A
complete record depends upon all the steps or stages of the process being in

coordination; if any one of the components fails, the result is an incomplete record.

T o

The laboratory, pharmacy and radiology departments are additional

information sources which maintain individual records of their portion of a patient

encounter. Individual copies of each laboratory test and x-ray examination are

W X

maintained by the Department of Pathology and the Department of Radiology. The

pharmacy maintains copies of all prescriptions filled in that service. These copies

-

provide the chief of each service a key to assessing the quality of services and the

appropriateness of requested tests or prescriptions.

3R
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The Patient Administration Division, as mentioned earlier, maintains the
medical records for patients treated at the hospital. Because of its responsibility
to post all information to the record, the Patient Administration Division is most
capable of assessing the status of the composition of the record.

The biggest issue in assessing outpatient care is the unavailability of the
record which can be attributed to a variety of problems. There are problems with
individual patients maintaining their own records, clinics not promptly returning
records, and records being misplaced. Any one of these situations can seriously
affect the ability to conduct audits and/or studies. In order to have a viable
prograrn, the Patient Administration Division needs to support the audit
procedures. The most important data the division provides is on the administrative

‘m.\ actions required to maintain the complete outpatient health record. Specific data
should include time required for clinics to return records after a patient
appointment, percentage of records not maintained in the outpatient records room,
total number of test results for which a medical record has to be constructed, and
other measurements of completeness of the outpatient medical record.

Another information source, the Uniform Chart of Accounts Branch of the
Compiroller Division, amasses a tremendous amount of data regarding the
operation of the hospital. The problem with the data compiled is that it is not
useful to the management of the hospital in decision making.l% Although the

results of the sophisticated step down cost apportionment methodology do not

provide a usable end product, the data base upon which the system is based is a

handy resource to the organization. With very little effort the Uniform Chart of
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Accounts Branch can provide an extract of almost any tvpe of data a manager
needs to evaluate the cost of operating a service and also the amount of workload
generated by that service.

It is inappropriate to expect QA problems to be identified by the Uniform
Chart of Accounts Office. The data bank should be used as a resource in
confirming, analyzing and evaluating problems which involve resources. By
soliciting historical data from the Uniform Chart of Accounts Office, the person
conducting the study may be able to gather more complete information upon which
to judge his/her decision.

Methods of Capturing Information

Capturing data for the outpatient quality assurance program must be
accomplished in a manual mode. The hospital is totally lacking in automation in
the primary care setting. The lack of automation does not mean that data is
unobtainable. To determine the optimal point during the patient encounter to
collect the data, some preliminary decisions must be made. The subject or focus of
the study needs to be determined. The focus may be on a diagnosis, a chief
medical complaint, a category of patient (age, sex, race), a particular laboratory
test, an administrative procedure, or a patient's diet. After the subject is selected,
the next decision is what will be measured, counted, examined, or compared by the
data collector. This needs to be clearly defined to insure consistent results.

The volume of data to be collected must also be considered. The high cost of
data collection warrants the use of sampling techniques (see Appendix J for further

discussion).
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When the optimal data collection point is determined, the development of data
collection forms facilitates the recording of information. In the audit setting

certain information must be recorded for analysis. This information includes:

—

. Provider identification.

2. Criteria identification.

3. Patient identification. In concurrent audits, identifing the patient whose
record is being audited is critical. One of the primary advantages of concurrent
audits is the potential to quickly identify deficient patient care and to take
corrective actions to ameliorate the situation. Therefore, the identity of each
audited record is important.

4. Criteria evaluation findings. The audit results should be recorded so that
a reviewing official can identify the source of problems. This involves the results
of the provider's performance in each criteria, the provider's aggregate
performance, and the review of compliance based on individual criteria and
composite criteria.

The individual provider audit matrix (Figure 5) is an example of a standard
format for the collection of data. The auditor can record the required information
described previously. The space alloted for the provider identification should be
coded to protect the anonymity of the provider and the key to the code should be
safeguarded. The patient identification data needs to include the data that is
essential to retrieve the record:

-beneficiary code,

-last four digits of the social security account number, and

-the patient's last name.
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This data is contained on the medical records folder and is essential for the
medical records branch to retrieve the chart. The column on the left side of the
form enables the auditor to list the audit criteria.

The remainder of the matrix allows the auditor to record the outcome of each
evaluation of the patient's chart with respect to the criteria. The scoring system
for the criteria depends on the desires of the audit protocols or auditor's
preference. A simple scoring system is 1 = compliance, 0 = noncompliance. This
basic scoring system can be expanded to meet the desires of the auditor. For
example, in the corncal abrasion study discussed earlier, the values assigned were:
1 = full compliance, % = partial compliance, 0 = noncompliance. The scoring
system decided upon should be used consistently in the initial and any follow-up
studies.

At the completion of the audit, the individual provider audit results are
totaled. The totals for the rows and columns should be identical and those values
should be entered in the appropriate block in the bottom right portion of the
worksheet. At this point the auditor can review the performance of the individual
provider by either criteria or individual patient results. The statistical tests can be
employed to analyze the results.

When more than one provider has been audited, the worksheet shown on the
following page (Figure 6, Summary Audit Matrix) enables the totals of the
individual provider's worksheets to be recorded. To complete this worksheet, the
auditor transfers the information on the individual worksheet to the summary

matrix. The provider code block is completed with the same provider code as used

on the individual worksheets. The actual and possible figures for each criteria are




CRITERIA

"
M

SUMMARY AUDIT MATRIX

|__PERCENTAGE

ST R e RIS Jswowders, S oS

* Use identifaction code, do not use tame

FIGURE 6
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transcribed to the summary matrix. The compliance percentage can be entered
instead of the actual/possible figures if each of the providers has an equal humber
of records audited. The probability of having equal possible values for each
provider is minimal. Therefore, to avoid distorting the cumulative percentage, the
actual and possible values are totaled and the percentage value is determined from
the resultant totals.

The blocks in the bottom right hand portion of the matrix are provided to
record the overall values of the audit results. The actual and possible values in
those blocks are the same if the horizontal or vertical marginal values are added.
A check of the correctness of the matrix can be done by adding the horizontal and

vertical marginal values to insure the totals are the same. The calculation of the

*

overall compliance rate is computed based on the cumulative marginal values of
the actual and possible outcomes. The reason for computing the overall
compliance rate on the total value of the actual/possible values is the same as
mentioned previously in determining the marginal percentages, i.e., different
values of the denominator.

The summary audit matrix provides the auditors a concise array of data by
which a number of statistical tests can be performed. In addition to statistical
testing, the data can also be used to calculate descriptive statistics. The matrices
are nct a panacea for all data collection situations but are versatile and provide
assistance in data collection for quality assurance studies.

Data Manipulation
. Subsequent to data collection, the individual performing the QA study must

analyze the results. There is not a standard analysis, the nature of the problem

)
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K dictates the type of analysis. Statistical tests enable the individual conducting the b
- M)
D W
: study to analyze the data utilizing accepted techniques. The results of the 0
J
\ ™
statistical tests are extremely valuable in reaching a solid/defendable conclusion. |
i o
% To determine the appropriate analysis, the study supervisior must decide on ::f
o
) , (
, : what the study is to determine. Common statistical techniques are: A
N ,0
1. Descriptive Statistics - provides a mathematical portrait of study data, '
\ A
y paticularly useful in ap initial study. The results provide a basis for follow-up ::‘
r 0
studies. A more complete discussion is contained in Appendix K. :l‘
U
v .!’
2. Hypothesis Testing - enables the study supervisor to draw statistical
! , \ . . X
' conclusions on observed data based on predetermined standards. This technique |
4 P
L)
v can be widely used by the practitioner in evaluating treatment effectiveness, ‘:%
. "
) s . N ;
™ practitioner compliance with audit criterla, and any other observable event for
! &,
: which an accceptablity standard is determined. The standard on which a hypothesis ::
A Cd
test is based may be established by medical literature, regulation or local standard. ::
D at
Further discussion on hypothesis testing with a large sample is contained in
- o
: Appendix L. ..::
. ,: ..Q
’ B 3. T-test - provides the same information as discussed in the preceding ':'
paragraph with the exception that the sample size is generally less than thirty.
" . NI . ol
- 4. Analysis of Variance - allows the individual conducting the study to «
Y )
! determine if there is a difference between two samples by comparing variations in ]
»“ ‘\‘
sample data. This technique is extremely useful in determining effectiveness of
L) '|
| b,
f follow-up actions by reauditing a problem using the original criteria and comparing v
results. This test reveals whether a statistically significant difference exists. A it
more complete discussion is at Appendix M.
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W
,:‘ 5. Chi-squared Test - this test calculates the probability that observed
i‘|
";: outcomes of various events are significantly different than the expected outcomes.
)

This test is very easy to use and an example of the test results is at Appendix N.
::: 6. Regression Analysis - calculates the correlation between a dependent
) variable and one or more independent variables. This technique is useful in
analyzing the impact of the interaction of the variables in the patient encounter.

W} Appendix O contains the results of regression analysis involving patient satisfaction
,?. and clinic workload.l?
Conclusion Development Based on Data Analysis

Utilizing the data analysis, the QA study supervisor is in a position to develop
K conclusions regarding the study. He/she must use the statistical results and his/her
(Y professional knowledge in order to accomplish this.

Possible conclusions include:

no problem exists,

vy S
OO rx Xy  PoeTeecsd  Paixhinaernsd SRRSOkl

-  problem requires practitioner training,

x

-  problem requires changes in method of operation, physical plant

L)
?:.: alteration, or administative action, i
j - problem requires restriction of practitioner privileges, .
.::é - problem requires extension of study to other activities. ’.
5: The conclusion should be specilic and obtainable. 1f the conclusion requires actions E
)
j outside the authority of the department/committee, the responsible official must
a be notified. A recommendation regarding follow-up action must be made.
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Follow-up Action

In order to demonstrate effectiveness, the QA process is not complete until
follow-up action is performed. The follow-up should be planned so that corrective
, actions have time to take effect, and the follow-up should duplicate the

circumstances of the initial study. Altering the cirumstances would invalidate the

Yl \EKERs

follow-up results. By utilizing the QA study format outlined in Appendix P and the
K appropriate statistical tests, the study follow-up should not be difficult to conduct.
\ The follow-up step is not only necessary to fulfill the JCAH standards but also

demonstrates to the staff the eifectiveness of the program.
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' Patient Administration Division, DeWitt Army Community Hospital, Fort Belvoir, )
. Virginia, on 28 April 1982, i

r
13y.s. Department of the Army, Army Regulation 340-18-9, Maintenance and

i Disposition of Medical Functional Files, | December 1979 p. 27. ‘
v. >

Y ) .
::c: l4presentation by Colonel Kenneth Lingel, Deputy Chief of Staff for y
ol Resource Management, Headquarters US Army Health Services Command, Fort (

K (

Sam Houston at the Ambulatory Patient Care Conference, Fort Sam Houston, TX
on 1 April 1982.

. \
B I5R.C., Gulezian, Statistics for Decision Making, (Philadelphia, 1979) pp. 2!- i

! 87.
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Q_‘%‘ CHAPTER V
CONCLUSION

. The ambulatory quality assurance program at DeWitt Army Community
| Hospital can be improved. The current difficulties with the program result from a
lack of focus on the JCAH QA standards which are a responsibility of the reporting
activities. The departments, activities and committees which report on quality
K assurance must concentrate ons

-Being problem focused,
X -Having clinically valid criteria,

-Having documentation, and
] -Having follow-up actions.
(. \ If these four requirements are adhered to by the reporting organizations, the
* program will be effective.
A The leadership of the hospital must cenvey to the department, activity and
\ committee chairpersons of the organization the importance of their contribution in
the QA process. By fulfilling the four QA principles for which they have direct
responsibility, these leaders will drive the program.

The importance of quality assurance commands the fullest support of the

entire hospital staff. The potential benefits of an active quality assurance program

justifies the expenditure of effort necessary to achieve it.
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Copy avallable to DTIC does not
paind? fully legible repsoduction

DEPARTMENT OF THE ARMY
Headauarters, US Army Medical Cepartmant Activity
Fort Belvoir, Virginia 22040

lamcrandum
No. 40-91 22 Becembar 1989

Medical Services
QUALITY ASSURANCE PLAN

1, Purpose. The purpose of this memorandum is to astebiish a written plan that
will serve as a basvs for a comprehensive, fully integrated, problam-focusad
approach to a Quality Assurance Plan for US Deliitt Army Hospital (USDAH).

2. General. The uverall goal of the Quality Assurance Program (QAP) is to
demonstrate USDAH's comprehensive and integrated approach to quality assurance,
The principal abjective of the QAP is to facilitate the ongoing identification
and assessmant of proolems associated with c¢linical perfonnance and the delivery
of pattent care/clinical performance with tha intent of improving such care to
an optimal level within available resource constraints. The Executive Committee
aadil serve alsu &s the (uaiity Assurance Committee for USBAH.

3. Scope. Quality Assurance (QA) refers to all orqanizational activities that
are dastgned to foster or evaluate patient care. It includes all dapartments,
disciplines, nractioners, ancillary personnel, committees, and administrative
personnel. The Commander, US DeWitt Army Hosp1tdl is recognized as the delegated
and ulttmate autherity to.represent the gaverning body (Office of the Surgeon
General) at the local levél, Health care providers will participate in peer
raview and all patient care processes will be subject potentially to evaluation,

4. Definitions and Coals. Evaluation of actual performance will be measured
agatnst clfnfcally valid criteria. Clinically valid criteria is defined as
standards, objectives, or criteria that are based on a review of professional
standards as retlactad in current clintcal Titerature. The c¢riteria "should be
expected to result 'n improved patient care/clinical performance." (JCAH 1981
Manual, p. 152) Criteria developed within the hospital or wn conjunction with
gther area fospitals may also be used as appropriate. Structure, outcome, or
pracess assessments may be used concurrently, retrospectively or prospectively.
Formal ar informal means (or studies) may be used in investigating the known
ar suspected probiem area(s). In all cases written documentation will be
maintavned as evidence of all of the QA studies and/or investigations. Credit
shall be given for QA investigations or studies which result in the finding
that no significant problem existed and that therefore no corrective action

is required. Both infarmal efforts and formal studies, as appropriate to the
situation, can be used in the QAP provided the studies and efforts are
documented in writing. It shall be the goal of DeWitt Army Hospital to use
opprepriately both the formal and informal approach in the QAP. ODocumentation
of the QA effarts/studies shall be reflacted in all committee imisutes offective
1 Jdandary 1981, Foilow up and monitoring activities alsa shall be raflectad

tn the minutes to determine the extent of improved jfatient care and/or the
need for additional monitoring or (A studies. There shall be no specific
number of studies required. However, comnittees have the responsibility to

*This Memorandum supersedes MEDDAC Memorandum 40-401 dated 10 October 198GC.
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MEDDAC Memo 40-9° : 22 Decar ..
conduct QA sc¢t it as that are problem-focused on an ongoing basis.

Each 2ltntreat a"vopline (professional staff) will review the pat-:~t
1t provides. Resuirs/findings of each department on.QA matters will b
communicated *n a4 w=‘tTen ceport to the Chief, Professiagnal! Seryica: (
a quarter'y bas¥s or more froquently as directed by the CPS.

8
ar s,
[VEe

Each admin‘strat’ve dgpartment will review 1ts operation to cetermine
{f any QA ctud’es are deered appropriate. Departmental or “nterdepartrentai
QA studie: will be Inftfsted and reported by the administrative departments
on an Ad HOC Daxis at the discratien of the administrative department nezd.
An annuai ¢urmary of a?’ QA studies accmplished or underway w1l be forwar:
to the Executive Officer prior to December of each year by the aaministrat:
departnenc heaas.

Department chtefs and c0mm1ttees wzll cooperate in conducting interder antal
or other QA studies as dfrected by the Executive Committee.  In addition, 28
{(far clin‘cal studes) or the Executive Officer (for administrative studiér' %
task decartment chiefs or committee chairmen to conduct QA studies. In 2, . 2
a record shall pe maintained by the Executive Committee of all proposed, ce .cad,
and rejected QA studies. The findngs (or reasons for rejection of the <
shatl be docimented as-a matter of record for review by the JCAH or othan
authorized fnspecting body. Follow up monitoring to document improverer - . “ient
care/clinicat-performance -shall-also be directed by the Executive Commiz=as
order to fnsure that~maa‘f'cat ons-needed to enhance the quality of sare heve Laen
accomp"shed S :- » . :
hu;p*tus Zont nuing Hed\th Educatxon (CHE) Programs will respond to '
infoerat¥on £9 o3 10 address areas where knowledge deficiencies are roted b rau
QA stus es.. Dacumentat:on of such CHE Programs shall be forwarded to tha (.0
by department cho'-men.whn ‘nitiate the needed session or CHE Programs, Thia
docurentaticn ma, De a pa‘t of tre quarter!y written reports to the CPS,

To the ma»‘mum estent post’ble QA activities shall minimvze duplication ~¢
erffore. Consfderat’cr should pe taken of the potential! benefit ¢f a propnse:
Study when nampdred te tre cost-(time or .other resources) of conducting e

study.
5, Reszponszinf:ites,

a. The Commander, USDAH s recugnized as the delegated and ultimate autnority
to represent the Jo-e~n*ng bady {(0TSG) at the local level. As such, he hoids
the uylrimate responsvbiliiry for Quality Assucance Activities within the MELCAC.
Thus, he shail make all! final determinations of the extent, if any, to whicn
outsida atds {consultants cr vo'untary review bodies, for example) =nall he ised
in GA activittes to ‘dent-fy andsor assass problems.
Vo . . -

3 The Chief, ProfessionalServices (CPS) is responsible ta the commancar
for tne conduct and “mpiementation of the QA Program and for compivance wrth
the JCAH QA standards and the HSC directives. on QA matters, The CPS 1s responsible
fcr the coordinaticn of o'l QA activities,
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¢ Tho exeayt”’ve Orfs:apr (X0) 1S responsible to the cormancar v sure zhat

- =ha P 3 ot effectrve.

) d. Al gepavtment cn‘efs ang committee chairmen are res.cns's’- to fhe IPS
. _ for the mplemertst’on :nd conduct of an effective QAP wizhin tns’: raspastive
0 ) dapartments 2nd;0» commitress.

(') Interdepartmental QA studies {proposad). Aceendix ) z22cffias the
furmat to be used Yn submitting a proposal for an interdepartmental study. A
\ department ch‘ef or a committee chairman may initiate a proposal for a QA study

by using the format shown at Appendix A, In additien, any cther persornel assignec

" to USDAH may fattfate a proposal for a QA study by completing trhe QA Study Propesal
8 (OF) and by submtrting ft through departmental or committae channels., Thesa will
* be forwarded to the HEC, X0 or CPS. If disapproved for s:cudy, the reason(s) will
be documented for review by the JCAH or other authorized inspecting body.

. (2) Reports on QA Studies Conducted. Appendix 8 specit:es tha format to
~ be used tn reporting on Qua'ity Assurance Studies. Tnis format wiil be used for
studfes done within a department and for interdepartmental studies. Committees may
elect tc vrfefiy summarize a problem, solution ana follow up aCtron in tha curmitcee
mtnutes 1f “esolut‘on of the problem can be determined easily (see paragrapn 7a(l)).
. Commfttees are encouraged to use the format at Appendix B when faasibla ind appropriate.
: The Executtve Committee shall determine which problem focused farmal 3nd/or ine-
o farmal studtas should ce Intftiatad. In addition, tha CPS may diract QA studias in
the adminfstrag’ve areas Department chairmen may diract QA studtes within their
departments Or.'n coope~aticy. with another department(s). St {

-t .\

@r

LY
b

6. Administrattion,Coord'nation of the QAP. The Hospital Executive Cormittee shall . .
tnsure that the QAP ‘¢ fmplemented in 4an ongoing manner as required by JCAH, The - '
Hospeta: Execit’ve Committae ¢hail a'so insure that the QAP 1s reappraisad at
teast annua.ly. The ‘eagpratsal :nall result in the identtfication of "components
_ of the Quality Assurance Prugram that need to be instituted, (shall) assure that
the program ‘3 ongsinj, comprehensive, effective in improving pattent care/
¢ivatead performance, 4and conducted with cost efficiency.” (JCAH 1981 Standard,
pp 53-8, ‘ ‘

Y s &

A o

The QA Comm*ttee znhall consist of the membership shown at Agpendix C. The
flow of QA *nfo~matfon ror committees and departments is shown at sppandix D.
Relevant feadoacx fn<y martor hauld be channeled from the Executive Tommittes to
department chiefy 3and o to cha’~men of committees so that the QAP ‘s comprehensive, T
integrated, and cont nuuu:.

7. [Implementatton,

e v T

a. Methodology The QAP w11} be committee/department orvented. Etach cormittee/
department wil “n’r‘3lly be vequired to review the QA standard, 1981 JCA
Accredftation Manua! for dospitals, and this MEDCAC Memorandum,

R s b 8

. {1} Committee minutes,report format will maka a statement by separate
K- paragraph (entftled QUALITY ASSURANCE) to the effect that a QA problam was/was not
P fdentified by that :cmmitree. When a QA problem is identified, 3 brief summary of
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g>the probiem and proposed solution or mathod of investigation will be included

for subseguent redew by the Hgsp,tyl Executtve Loammittee. This parayraph will
alsa show documentat am'e?idenca o3 Follew 7p.aticn reference previous arnblams,

(2) ALl committae reporys 41Tivde-sulsitind to the Hospital Eiecutive
Committee for reviaw, evatuat'on and cooydination of QA matters. The Chizf,
Professional Services in cocrdination with the Executive Officer will estahlish
and periodically update priorities with regard to the order in which intar-
departmental prablems should be assessad. The Executive Committee will direct
comprehensive studies of problexs  -to.affesctad committees, activities, depart-
ments, and divisfons and will oSSLGR TRADRG I OHHEY forSrodlen iavestigation
and resolution. The format show- at Apgendix A {Projosed NA Study) may bte
used for this purpose or the Eisrutiyé Cdamitiee gay give general guidance on
the Known Or suspectad problem and may diarect thoss assignegd to presare 2 report
(Appendi« B) based on thair inwestigation and.findings.

(3) The Executive Committee will direct appropriate follow up action
through 1ts committee review process. The Hospital Executive Committee wil}
merttor nredlem rasnlurfons at .least once during the subsequent quartar and

during the annual review.

(4) The Hospital Executive Committee will review and evaluate the
QAP annually during Dacember beginn{ng in December 1981, During the annual
review, tais: QA Memorandum wili be updated .and/or revised. - Documentation cf
cwthe annual sedecessirent wil' consist.of.a list of problems identified during. . ... (T
@ che past year and & Tu™Mary statirent as:to the program's impact om tmprouinga.. =% "z M.
clintcal pe-rormance 23 petent care. .The above documentation will be Wade S~ %%
a part of the mirytes of the December Hospital Executive Committee meeting.~ * ™= ~R1I% %5
The Hospttal .Exe.utive Gfficer ana Chief, Professional Services will develop "« 5.
the prodlem Yist n advance of the QAP annual review, , . '

5. Proolem [den'frfcat<un  There are no-specific numerical requirements
with regard tc QA probleme leW:.tt Army Hospita) should identify annually. The:
anaual gost ot Delrvrt Army Hoeprital wrll be to identify and resolve a minimum
o7 one (A proniem per ho:pfta: committee, with the exception of the Medical
Library Lommitzee, the Accreditat'on Committee, and the Health Consurer
Commtttea. The attached i<t of data sources (Appendix E) will assist 'n
prodiem tdentification. C'.nfca ly vaiid criteria will be used to ‘dentify
and assess probiems, The QAP wis) focus primarily on:

Uty Keowe Lo swspeited probiems {not limited to diagnoses or procedures).
{2)] Probiems for which there are local solutions.
(3} Probiems that adversely impact on patient care or benefits.

c. Pmopiem Fgocused Approdch. The problem focused aporcach is to be
yt{itzed for all QA studfes A problem is defined as any deviation from an
expected desiraple outcome or an area of concern. The problem focused approach
{s Based on the assumption that to odbtain maximal benefit from a QA study
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k4 emphas’s mu:t ba focused sn the rexzolution of known or suspested problems. In f
K addition, due to reiource lfmrtat'ons, prrorities must be estabiiszhed so that ,
N those problems having tre mg:l ‘mmediate end adverse impact on satlent cure
o will be studfed S+ et
l' -
1, . . . . ; .
k {1] Proplem faentificatrun. Proolem 1dentificacion snould o2 encour:;ad
. at all levels within the haa!th c¢are organization. Dapartmental and sarvice
X - chiefs will formulate and “mplement o mechanism for encouraging problem
g. identiffcation and submit peobiem 11sts with priority rationale to the
Executtve Committee for further priucrrtization. Prodlem identification is to
) be conturrent and 0ngoing.
N
w (2 Prodiem P+7o’ttfzat'on. A problem list will be formulated and
. maintained vn Jrder to fnsure that the hospital QAP encompasses all organizatiznal
] e'ements and that vesources d-e ut'lized for maximum benefit. The CPS, Direczor
\ of Nursing, and x0 »711 compiie the problem lists and recommend Study prioritiss,
! The Executive Committee will review the current 1ist at each monthly meeting and
4 w11l make changes a$ needed. Qra'narily the establishment of prigrities for
ju ! protlem rexoiutien zhyil be v2'etad to the dagree ~f adverse impanr on natient
g care that can be expected ‘f the problem remains unresolved,
b . , , . . AU
K: 8. Otner Quality Assu‘ance Res ponsxbrIruxes. The txecutive Cermittaze will insure
P that the staff and si' commYttees comply thh JCAH evaluat1ons required at the
N " prasc~ibed rrequenc’e: iee Appendt« F) . -
e IR I L . i e e Tt 1 co '
® 9. Reportfng Procedu'ea '*hé?e ﬂs ng specfic number of QR studies which must
o be completed “n Jrder 'O wlMp.y w'th €xsting requ'rements. The HEC will monttor
# the entire QAP ty ‘n:u‘e rhat ai! osganizational elements are tnvolved, QA
5 studies shou'd use tre format showe at Appendix A and Appendix B. Reports will
h be sutbmitted d'Gng the O-j:r"Zat yna! i-nes vdentified 'n the Quaitty Assurance
ﬁ Informaticn Fiow Cha't . ApLendix D Alternate informal reporting pathways
) may be ut®!zed whene.er .pp up-'ete ro tacrlitate the maximum exchange of in-
B formatfeor. AY? QA utud'e. w . Ce treated as sens:tive, confidential nformation
« to be made 3-3°'aC-® TG au'rG 2ed rdtuvrduals with a legitimata "need to know'".
p The CPS wiil cuesa rate a - QA repd-t ng activitias. The HEC will serve as cus-
todian of all QA rvpou ts and Q. umENts o
10 Probiem Re30.ut‘Ln  Fe:g ut'un of problems may require any or all of the :
9 following: -
. . New.rev'sed S0P «
)
%o b. Staffing changes
. c. Equipment:tav!*ty (hanges
) .
) d. Sanctiong fottnrtogt pLoctetieges)
Ko e. Educat'on and,ur tra'a*ng programs
. ;ﬁg Continuing Medica! Eduzatiron {CME; and,or training programs will be used as
ot N appropriate as a veh'c e for resolving problems noted in QA studies or other

I QA actfvitves Documentat’on of CME relevant to QA matters will be accomplished
through commfttee m*nutes and,ur departmental channeis as appropriate.

-
5
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11. Se1f Assessment of QA. (See Self Assessment Matrix (as of Sep 1280) -
Appendix G.)

a. The Executtve Committee will insure that GA information (iaput and
feedback) fe sharad fn an appropriate manner with ofther cormictees and/or
departments in order to facilitate communication on QA matters that may rasult
in improvements to care and/or the operation of DeWitt Army Community Hospital.

b. The Executive Committee will raview the Self Assessment Matrix at
Jeast quarterly to determine which committees may be combined or made sub-
cormittees of another committee in orawer to avoid or reduce duplication of
evforts by those committees,

c. Addftfonally, the Executive Committee will review the Self Assessment
Matrix at least quarterly to insure that the flow of information and other
aspects of the Matrix meet the spirit and intent of current JCAH requirements.
Recommended changes should be communicated to the committee(s) involved.

12. ReTerencas and Autneority.
a. AR 40-68, Chapter 9, "Qua11ty Assurance”

b. JCAH Accreditation-Manual. for-Hospitals, 1981

c. MEDDAC Memo 15-%, /EDUAL. Committees, Boards, Councils, and Conferences,
9 October 1980 - L ' - -

dS 'MEDDAC Poltcy No. 40-40%, Quality Assurance Plan, 22 Apr 30 (Ft Meade
MEDDAC R A

e. Ltr, Subj Implementation of the New JCAH Standards on Quality Assurance,
22 Feb 80 (HSOP-PR)
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v |8 The Adjutsnt Qenaral Centar. .

.INCE OR OFFICE SYMSOL PREREDS: : ‘
gﬁb Proposed Quality Assurance Study (Subjact of Study) ;

S FROM . DATE CMT 1
A0 or Executive Committee :

Jroblan:  (Stata brieflyl

2. How ldentifted: (Department, cormittea, complaints, etc.)
Objective(s) of Study: ' : ' !

»
i e e e —tarae —

Critertfas (Examples: JCAH Standards, SOP's, AR's, Local staff consensus or
yfon, audit, etc.)

Sasourcaes Requirad:

3. Personnel (List recommandaticns of personnel to conduct study)
t b, Time (Estimate the time needed to conduct study and repert findings)
; c. Equipmeni/Supplies (Escimata custe, 1f applicudie) ]
. d. Other (List other departments involved and ]ist other pertinent resource ceste net
-iiously tdentified) ]

A Racommended Priorfty: (Within department/hospital or other, Dtscuss impact if
‘rra3lem 1s not studied)

5

-

Other Comments: (If any)

Chiief, Department or Lommittee T

i 7
|

i

|

|

[ ~n

FROM CPS® DATE Mt 2]
X0 or Executtve Committee

Study {s approved/disapproved/deferred at this time. NOTE: IF APPROVED, THE PRIORITY

-AéSIGNED WILL BE NOTED. NOTE: [F STUDY IS DISAPPROYED OR DEFERRED THE REASON W®ILL BE .
STATED. .
Chatrman for study is . Others on committae .are

] ] y etc-

3. Departments tnvolved in study: (Specify)

e o — ———— e
EAD]
-

4. 7onstraines: Cpcional paragrapn. Exampla: Constraints on rasouras)

'

i5. Suspense date for completion of study is: (Specify)
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sgency is The Adjutant Genersi Canter, :

REFERENCE OR OFFICE SYMBOL SUBJECT
g&‘r ‘ Repart on QA Study (Subject of Study)

-
7
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70 CPS FROM . DATE CMT 1
X0 or Executive Committee ‘ :

1. Problem:

2. How Identified: " NOTE: The first 6 paragraphs may be omitted if
previously documented in a QA proposal. (See™
3. Objective(s) of Study: Appendix A) However, for studies done within a
department. and reported upon completion, al} of
4. Criterfa: o the paragraphs will be shown.

5. Rasources Required:

6. Priortity: . i __‘/‘ )

7. Actions Taken: (Examples: Samp1es audits, design of study, ete.)

8. Results: ~(What you found) C V :
9. Corrective Action(s): (List actions taken, if applicable) 5
10. Recommended follow up actfons.to determine effectiveness: o ( ‘ '
{‘:‘ a. SHort range: bR T

B. Long range: (Indicate time frames and/or frequencies of momtoring. Specify
fow follow up s to be accomplished.)

NOTE: OQther paragraphs, {f apprupriate, may be added to those shown above.

Chairman of Study
TO "' FROM CPS/X0/HEC DATE cMT 2

"1. Identify plan for review and further'actiéﬁ or foﬁow up.

2. Establ{sh suspense date if appropriate.
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TO CPS/AO/HEC FROM BATE o3

1. Provide detatls of follow up andsor monitor'ng. State if further monitoring
shou;d’be continued and gfve recommendations (type ¢f follaw up, timing, fragquency,
ate.).

2. Qther comments are optional.

-

Chairman of Study

70 FROM CATE
1. Prescribe pian for continuation of follow up or further invastigation.

2. Note that problem has been resaived {or that no problem was found to exist upon
{nvestigation),

CPS/X0/HEC
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QA COMMITTEE MEMBEZRS
Commander, US Delitt Army Hospital , (
w Executive Officer

Chief, Professtonal Services

i erreme—— - —————

Chiaf, Department of Nursing
Administrative Resident (non voting member)

Secretary, MEDDAC Commander, Recorder (non voting)

NOTE: THE ABOVE MEMBERS ARE ALSO MEMBERS OF THE EXECUTIVE COMMITTEE
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! Departments Administrative 3
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{—_ Patient Care Auditing (MCE Committee) 44— Accreditation ‘
' ..
{—— | AB {— Autumacioa Guidance Cuuncil '
{— Infaction Control i—— Civilian Training Committae (
. 4 l‘
e Hursing Audtt 3* Crime Prevention Counci? :é: :
' t
(\C {—— Ambulatory Care Committes_ - }~— Disaster Planning Committee
L ! ' . y
" Blaod Transfusion and Tissue/ }— Energy Conservation Council p
..  Statistical Review i ]
. j— tiealth Consurer Committee '::: -
}— Cancer Committee ] '.
' }=— Joint Staff Conference :
{—— Clinfcal I[nvestigatfon Subcommittee ‘ |‘
1 {— Labor Management Commi ttee 3
Tumor Board : "
t—— Linen Managenent 4
.\
-—— Medical Library W
)
t—— Planning Committee v .:::
[,
—— Profassional Education Committee ":;:
v |:
t—— Program & Budge® Adviscry Committee j._
Safety and Fire Prevention ?
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QA DATA SQURCES

Medical Records
Pharmacy Prescriptions
Patient or Practitioner Profile Data
Nursing Audits

Risk Management Reports or Studies
Financtal Data

Letters of Complaint/Comment

Medfcal Statfsties =

Blood Utilfzation Review

fnfection Control Findings

Radio]oéy Reports

Utfifzation Review Studies

IG Reports

APA Reports .
Mortﬁlity/Mqrb1&iéy Beview
Proffie Anaiysfﬁ..  |

APPENDIX E

YWYy ”

Committes Findings
Current Literature
Madizal Audits
'Incident 2eports

Ancillary Services Pequests and
Reports

Patient Surveys or Caomments

Personnel Staff Interviews

Tissue Revtew

Safety Findings

Laberatovy Repores

Other Diagnostic/Clinical Reports

Internal Review Studies

JCAH Survey Recommendations . f

Observations

Review of Treatment

i
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Ll RN

HOSPITAL WIDE FUNCTIONS REQUIRING MEDICAL STAFF PARTY

ACTIVITY

FUNCTION

L ENCY
ISR —

tatsenanr Control Commagtes
{infection Contrai Standaid «the

Review infectians within the hospatal, cuttures ol prosonnel or
the environment, results =1 any animicechial suscaptihlity/

¢ resvtancy trend studies, proposals and protogols fnr ail spacial
intection control studi+y conducted thenughout nospital

Muludisciphinary Safety
Commiitee

{Functiunal Satety and Sanitation

Standard 1}

Adopt, implement, and moditor 3 camprabensive, hospital wide
safety program

Disaster Planning {machamism
nat specilivd)

{Functional Safety and
Sanitation Standaed {1}

Ptan for external and snsernel disasters, and rehesrse and
evaluate all arills

. N A
' .1 anths

[OOSR |

censr,aly

L vt atrndd
I

| s lintaemey,

e ——]

Utilization Revigw Prageram
{Utilization Review Standard 1)

Aduress cverutilization, underutilization, and ins'ficient
scheduling of resources

Delineate respuniibilities far discharge planning

SUPPORT SERVICE EVALUATION FUNCTIONS

PERTINENT CHAPTER

SQUHRCE QF EVALUATION

Y e ey and
NIEVLRSLL TR

.

Anesthesia Services - Praestablished critena Y
{Standard I} ¥ v N . ;
Distatic Serviensy tnput of medicai, nursing, and distetic statfy . ' (e
(Stardard V1Y

Qutuce sources f used !

Madical record l
Emaergency Services Preestabiished criteria ! o they
‘Standas1 Vi) i

Use of medical record Corae fremLentty

BRUL R T
- .. - - - - —— A0Cy. T

Home Care Servicus
Standard V)

Patient records, both active and closed

Lierly

2 The sandard

PR D NN L I L L IVEY)

w1 Lt al grogram
CTLattves Dy @ o muite
dncphnary aduisory
romrittoe and e
“* (anent 23re plarg
tatest frrquently
b BU aavs

nosputai-3pgnsored
Ambulaiory Care
Services (Standard V!)

Prapsrablisned criteriy

Use of madical recard

T oece o caaly

Wce b antly when
Jrgdnized by
SLTLAtty seevices or Mt
| cutrsack programs

FACNER
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S I

Copy avallable to ﬁTIC does .not
eindd fullg lagible zepsoduction

SUPPORT SERVICE EVALUATION FUNCTIONS

PERTINENT CHAPTER

' SOURCE OF INFORMATIONM

FREQUENCY

*luclear Magicine Services
*Sundard 1}

Reviaw and ev3luation af <ervices provided s documented
by director

Hot speethed

Pathnlogy and Medical
Laboratory Services
tStandard 1)

Review ond evaiuation of the quality and uppropriateness
of servicas rendered by the director

Nat spacified

Pharmaceutical Servicas
{Standard 1)

Participation by pha 618010 tn23e aspacts of the overall
guality assurance program that relate 10 drug utiization and
effegtivensss :

vlat s_:w.r'wd

Radiglugy Servicas
{Standard 1}

Raview 4nd avaluation of quality and appropriateness of
radiologic services by director

tlot specified

Rehabiitation Program
Services
{Standard 1}

f— e ) s ¢ | R A e ——

Presstabiished criteria .

{nvolvement of madical staff and rehabilitation personne

Quarterly

Respiratory Care Servicas
{Standard V}}

Preestablished criteria

irivolvernent of medical staft and respiratory care personnsd

‘Use of medical record : o

Quarterly !

Sacial Work Servicas

(Standard V)~ e

Preestablished criteria . . .

Un' of }ﬁ:dtcll record

.

Qutside sarvices if usad

Twice annually

Special Care Units
{Standard 1N)

Review and avaluation of the quality, satety, and appropriataness
of the patient care within the unit as related to the findings of
hospital and madical statf quality and safety sssessment actinitins

Hequiarly by
physicisn-director

Quartarty by muig-
dig:piinary  committey
{for 3 multiourpose
soecial care unith

NURSING EVALUATION

ACTIVITY

FUNCTION

FRSQUENCY

Oenartmant/Service Maetings
{Nursing Services Standard i1)
{May be performed on depart:
ment/service/unit level)

Revisw and Evaluation of
Mursing Practice and

Functions

{Nurting Services Stanaard Vi)

(ametormed by deosriment/
service 38 3 whole, by
designated representative
comfmitter, or Dy nursing
statt assighed to depart-
ments/setvices/units)

Identify problems; propoge solutions

Consider findings from reievant nursing care and menitoring
activities

Examine the provision of Hursing care and its effect on
patients

Aeview quality 1nmt anoropriatenms af 2are provided by nursirg

personnet who ¢ nnt haspital employess

At loast sin tines 8
yaar

At least audreerly




Copy avaflable to DTIC does nof
pormit fully legible repsoduction

MCEDICAL STAFF EVALUATION, ASSESS&1ENf, AND MONITORING ACTIVITIES

ACTIVITIES FUNCTION FREQUENCY
Erecutive Comunitrue Receive and act 2onn redarts and recormmerddations fe:m medicai stalé tMonty
(vieahcat Staft Standard 1i) committees, departmems, scrvires, and asuqneg activity groups
Mediral St Qepartments Moninly

{sapartmentalizgd statt) or
Siat! {nondeparimantatizeg
staft)

{Nedical Staff Standard 1Y

Raview patient care and treatment

Maintan recorg that includes resultant recornmendatinns,
conclusions, and actian instituted

Datignated NLlechanisms of the

Medical Seafl
vMedicai Stalt Standard V)

Tissue Review Function
ijurgical case review)

Prarm.zy and Theraps otcs
Function

{Sve alse Pharmaceutical
Services Standards 1) - V)

Maedical Record Function
{See also Medical Record
Services StandardsJ - 1Y)

Slood Utilization Review

Antibiotic Usage Review

Evaluate patient care through spactlie studies using preestablisned
rritery

Monitor +lamants of patient care ictantifiad in stal! nr deosrtinenty
service ruies dnd requlations

Pertarm raview on cases in whick 2 soecimen (tissue or nontissue)
was removed, as well as cases in which no sprCinan ~as remaved

Cerlon wnds rvdy 2" ymagy nd thersp stic o' i ar
orocedures reiated ta the selecton, intrahoipital istribution
and handling, ind iate administration of drugs

Evaluate and approve ali orotocols concerr Ing use ot Inuestigationai
Qr experimental drugs

Review medical records for timely comp!:ion, linizsl sartinencs,
ang gﬂwﬂ sdequacy for Quality essuranca gctiviting

i

Review blood transtusions for propar 1.t ¢etion with proper
attention to use of whole blood vets.. conuaneat bload
elemants

Evaluate olood use, including a2 rev »w of 2 ymant of blocd
requested, amount used, and amounrt >f wuatage

Establish criteria for propnylactic end therapsutic use of antbiurics
in prablem areas and review departures from thesk critens

As indicated

Continucusiv

tionthiy

Qua. -ty or
more {requently

Quartsrly e
more f:equently

Qurarteriy or
mnre frequentty

Onagning usaqe
arsessment

F-3
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*MEDDAC Memo 40-91

DEPARTMENT OF THE ARMY
Headquarters, US Army Medical Department Activity
Fort Belvoir, Virginia 22060

Memorandum
No. 40-91 1 March 1982

Medical Services
QUALITY ASSURANCE PLAN

1. Purpose. The purpose of this memorandum is to establish a written plan that will
serve as basis for a comprehensive, fully integrated, problem-focused approach to a
Quality Assurance (QA) Plan for US Army Medical Departinent Activity, Fort Belvoir,
Virginia.

2. General. The overall goal of the Quality Assurance Program (QAP) is to demonstrate
this MEDDAC's comprehensive and integrated approach to quality assurance. The
principal objective of the QAP is to facilitate the ongoing identification and assessment
of problems associated with clinical performance and the delivery of health care with the
intent of improving such care to an optimal level within available resource constraints.

3. Scope. The QAP involves all organizational activities that are designed to foster or
evaluate health care. It includes all departments, disciplines, practitioners, ancillary
" personnel, and administrative personnel assigned or attached to the MEDDAC, Fort
6 Belvoir. Health care providers will participate in pecer review and ail patient care
processes will be subject potentially to evaluation.

4., Responsibilitics.

a. The MEDDAC Commander is recognized as the delegated and ultinate authority
to represent the governing body (OTSG) at the local level. As such, he holds the ultiinate
responsibility for quality assurance activities within the MEDDAC.

b. The Executive Officer is responsible for administrative actions in support of the
QA Plan and for insuring the availability of resources necessary to carry out the
provisions of said plan.

c.  The Chief, Professional Services will serve as chairman of the QA Coordinating
Conmunittee. He has the authority to direct such actions as are deemed appropriate to

o achieve the goal of the QAP.

_:. . d. Division/department/activity chiefs, to include the OIC's of Fort A. P. Hill and
. ' Vint Hill Farms Station Health Clinics, are responsible for implementing the procedures
(7 . outlined in paragraph 5 below.

e. The QA Coordination Committee (see organizational chart at Annex A} will be
responsible for the following:

(1) Overseeing all aspects of the QAP, to include reviewing current QA
activities, setting priorities on MEDDAC-wide QA actions, and directing actions to be
taken in resolving identified QA problems.

\ ";33'\ *This Memorandum supersedes MEDDAC Memoranduin 40-91. dated 22 December 1980.
i
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(2) Reviewing and evaluating the QA Plan annually during the month of
December. During the annual review, this memorandum will be updated and/or revised as

by necessary. Documentation of the annual reassessment will include a list of problems
;‘ identified during the past year and a summary statement as to the program's impact on
o improving clinical performance and health care. The above documentation will be made a
v part of the minutes of the December QA Coordinating Committee meeting.

& f. All MEDDAC personnel must abide by the procedures established herein, remain
o cognizant of any problem which has or could have a negative impact on the delivery of
% optimal feasible health care, and communicate said problems to the QA Coordinating
:: Committee.

)

% 5. Procedures.

2 a. Each division/department/activity chief will establish a QAP to assess health
0 care and identify QA problems within their own areas of interest and/or in other areas of
o the MEDDAC. The functioning of this program will be based on guidance provided by this
W memorandum and will be outlined in an internal SOP. Copies of a sample QA SOP (Arinex
s B) and minutes of a departmental QA meeting (Annex C without inclosures) are attached.

Depurtmental QA meetings will be conducted on a regular, but not less than quarterly,
basis. Copies of minutes of departmental QA meetings will be routed to the QA
:, Coordinating Committee. Intradepartmental problems identified for further study will be
® reported to the QA Coordinating Committee by completing Sections [ through I of
X MEDDAC(CSD) Form 522 (see Annex D). QA problems thought to extend beyond the

3 preview of individual departments will be recorded in Section | of MEDDAC(CSD) Form
,4.\'6-: 522 and forwarded to the QA Coordinating Committee for action.
& b. The ¢ommittees and support services listed at Annex E will forward an
L information copy of their minutes/periodic reports to the QA Coordinating Committee.
ol Applicable JCAH evaluation criteria and reporting frequency is specified at Annex F.
h Committee minutes/report format will include a paragraph summarizing QA issues
\ addressed. QA problems identified for further study will be reported as specified in
paragraph 3a above.
,: c. An individual identifying a potential QA problem may report the problem in one

of two ways:

(1) To his/her department/division chief for inclusion into the departmental QA
\ meeting or

(2) Directly to the Chairman of the QA Coordinating Committee (CPS).
Format for this report will be as described in paragraph 5a above.

d. Upon receipt of MEDDAC(CSD) Forms 522 by the QA Coordinating Committee,
identified problems will be reviewed, evaluated, and prioritized with regard to the order
in which assessment wiil take place. The QA Coordinating Committee will direct
comprehensive integration of problems to all interested departments/divisions/activities
and assign responsibility for problem resolution. The QA Coordinating Committee will
direct appropriate follow-up action through its committee review process and will
periodically monitor probiem resolution. All problem resolutions will be evaluated during
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1 March 1982 MEDDAC Memo 40-91

the annual review. Administrative operation of the QA Coordinating Committee will be
governed by the provisions of MEDDAC Mernorandum 15-1.

6. References.
a. AR 40-66, Chapter 9, "Quality Assurance"

b. JCAH Accreditation Manual for Hospitals

c. MEDDAC Memorandum 15-1, MEDDAC Committees, Boards, Councils, and
Conferences

HSXA-AR
FOR THE COMMANDER:

T
s 7

// St Ve / ’;-» 7

yd / I3 ‘v/-—-"—,-;'. .
6 Inc VMARGARET A. MAGGIO = .7
as CPT, MSC
Adjutam
o DISTRIBUTION:
14 A
3
| Il
8
4
8 e (£

L=

Xy~

A A ! NV o, AV G A {00 o oA s syt sy




~ ANNEX A o )

. I. Organization

EXECUTIVE COMMITTEE | '

e _‘-.4;'

s
-
P e

-

-

L

QUALITY ASSURANCE l .
COORDINATING COMMITTEE ‘

e

> ]

S

AN

AN

SELECTED HOSPITAL REHABILITATIVE/ OTHER SOURCES
COMMITTEES/SUB- ANCILLARY SERVICES OF INPUT
COMMITTEES ' x

LN,

-
T

-
-
=

"l

b
fl. COMPOSITION OF QA COORDINATING COMMITTEE " g
!

7 Chief, Professional Service (CPS) Chairman
! Risk Manager Member ,
Wy Nursing QA Coordinator Member ]
R Chiet, Inpatient Care Branch Member '
W Administrative Resident Member 4
' Secretary to the CP5S Recorder
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ANNEX B DEPARTMENT OF THE ARMY
Headquarters, US Army Medical Departinent Activity
w Fort Belvoir, Virginia 22060

'@ HSXA-FP I December 1981
Quality Assurance Program for the Departiment of Family Practice

. l. Purpose. To establish guidelines for reviewing and cvaluating the quality and
appropriateness of inpatient and outpatient services within the department.

2. Scope. Family Practice [npatient Services, Family Practice Clinlc, DeWitt Army
Community Hospital, Fort Belvoir, Virginia.

3. Responsibility. It is the responsibility of the Chief, Department of Family Practice,
through the Family Practice Clinic Director and the Inpatient Faculty Coordinator to
conduct a review and evaluation of the quality and appropriateness of the inpatient and
outpatient services given within the department on a monthly basis. This will be
accomplished by the auditing of patient medical records by pre-established criteria.

4. General. The criteria to be utilized in the review will be of four types or categories.

a. Ongoing daily usage of Inclosure | titled "Medical Record Audit" examining the
resident physicians' capability in his/her ongoing medical care of patients. This will
include the thoroughness of the record, the analytical sense, the reiiability and the
efficiency of the care delivered. This form will be utilized to ~valuate the ongoing,
overall continuity and quality of patient care rendered by the resident physician.

b. Quarterly audits by disease category; matching residency physicians to disease
category and utilizing the Family Practice Computer Management System in identifying
patient category type. Audits planned for calendar year 1982-83 will include "diabetes"

,:\r. and ";\ypertension" and will match resident physician to these categories (see Inclosure 2
' and 3).

C. Monthly audits of pre-selected patient types and disease categories for all
physicians (staff and residents) preselected by the department. These records will be
audited by pre-selected criteria on a daily or weekly basis by staff physicians.

d.  Monthly audits of completed inpatient records of patients hospitalized on the
Family Practice Inpatient Services. These will include medical, pediatric, obstetrical and
gynecologic patient categories. Audits will be conducted once monthly at the Patient
Care Auditing/Quality Assurance Departmental Meeting. Records will be reviewed by
criteria listed in Inclosure 4 and charts/records reviewed will be coordinated through the
Patient Administration Division, DeWitt Army Community Hospital by the Inpatient Staff
Coordinator.

5. Reporting. Reporting of all audit results of all categories will be the responsibility of
the Chief, Department of Family Practice. Resuits will be reported to the Patient Care
Auditing/Utilization Committee and to the Quality Assurance Committee on a monthly
basis.

6. Problem Areas. Problems identified in the abave described audits will be so recorded
utilizing the "Quality Assurance Problem Workshect" (Inclosure 3). Problems uncovered,
salutions proposed and undertaken, and the results of re-auditing will be reported to the
Hospital Quality Assurance Committee with this form.

‘ﬂ?\ William 1. Mcinert
. LTC, M
Chief, Department of Family Practice

B-1
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. DEPARTMENT OF THE ARMY
DeWitt Army Community Hospital
Family Practice Center
Fort Belvoir, Virginia 22060

MEDICAL RECORD_AUDIT

‘Auditor's Name:

" Patient's Name: Lo " Date:’

. Physician's Name: a

Is chari legible: Yes No
1. Thoroughness:

3. Complete Data Base

b. Problem 1ist complete and up-to-date

¢. Plan written for each significant problem

d. Patient profile in chart

e, Medication list complete and up-to-date

f. Overall rating of thoroughness of record °
__Excellent __ sSatisfactory _ Borderline

2. Analytical Sense:

a. Clear, cogical treatmént plan of acceptabie
~ quality for each problem

b. Proper consultations for problems

c. 1Is each problem supported by adequate data,
and the need for further data recognized

d. Abnormal findings noted in chart (explained)

e, Overall Rating:

___ Excellent __ Satisfactory ____ Borderline

Inclosure 1 to ANNEX B B2
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NO

_ Unacceptable

___ Unacceptable
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3.

Reliability:

-,were prob]em p1ans 1mp1emented

. Here addit1ona1 tests and procedures 1nd1cated
actuan Y. performed

e
Overan Rah ng:

_ Excellent __ Satisfactory: ___ lorderiine

Efficiency:

a.

b.

Were paramedical personnel utilized, if necessary

Do f10w sheets exist if necessary to deal mth
complicated, inter-related problems

Did physician time spent seem appropriate
for problem stated

Were “"inappropriate” or "unnecessary” lab
or x-ray studies performed

Overall Rating:

—_Excellent __ Satisfactory ___ Borderline

Inclosure 1 to ANNEX B

___ Unacceptable

—__ Unacceptable




% DIABETIC CHART AUDIT

Patient: Chart #

Physician:

Complete Incomplete

1. Praoblem List

2. Medication List

3, Documentation

a. Ophthalmology consult

b, Podiatry c¢onsult *

¢. Instruction in insulin usage or
oral hypoglycemics if given *

d. Dietary consult *

C:\ * or documentation of being performed by
primary physician
4, Follow-up visit ever 2-3 months if on
insulin or hypoglycemics;: every 6-12
nonths if diet controlled
5. Basic laBoratory data: Renal function
test, lytes, CBC, urine, urine culture
6. Recurrent laboratory data: FBS (lower
than 200), urine S/A
7. P.E.: Fundus, BP, C.V., Skin Peripheral
Sensation, DTR
Overall evaluation Acceptable I Lnacceptabhle | l
Comments: R
Evaluatinag physician:
4D Form 348
o
R~ 18 Dec 80
Inclosure 2 to ANNEX B B-4
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MEDICAL

RECORDS AURTT-~tYPERTENSTON

This Document
Reproduced From
Best Available Copy

. S
. Pationt Date
- Sacial Security = Physician
) Evaluator
Checn 1f complete Check 17 complete
“roblen Tist Laboratory and Censultation

Medications Recorded
Symptomatolocy checklist

rhysical Fxam
Orphthalmoscope oxam once/vear
Cardiovascular: heart rate, rhvthn,

muyrmar,

absence of bruits

rerindic TLaboratory

(o3
18]

start or change or diuretic
FES: o vear or pra ¢ 55's of GHF

tric Acid: q 2-3 wks ® start or

1y
A

chanae of

iFY ey,

omrments:

Inclosure 3 to ANNEX B

Coaandalion:
VLol
iy
Wy

e 0

")

pevipheral nulses, presence/

+
_ Hlectrolvees: q 6-12 mos K g 2-7 wks

Cphthainmoloqgy consult

CBC

UA ¢ CéS
Flectrolvtes Na, K
Tasting SMA-12
Serum creatirate

Triclveerides

cr

__ ifabn, rorvum crea

___ protein o iT
renal ds, protean

YT ew 17 s
simms & symotons

VHA

Ltension,

shoresis

epertonsive VD7
Ranal arteriocram,

’ Cll

catinine

tinine
1hn, Un (hx of

oy DRC's in urinej
17 Cuszhine's,

1€ postural hypo=-

r1chy cardia, dia-

ovor 40 years old

=enal renins i€

Yidney size asvmretrical

_ Unacceptable
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52 . _ :
¢ 'OBSTE‘P?\ICM. N\'!'!Ct”" C*PE AUDIT .t . - T
Date L .
Mz 8 . . ) i
«Auditing. Physician s : ‘
SR :".‘}‘ P ‘.’ -" .:-' ..f, M R TN "‘:::' '-).-:-r,‘-.' R ":,. PR b ,_ s, . '.._.‘;; "‘:-ﬂ.‘ . _:\ .
R ' - ' COMPLETE | INCOMPLETE - .o -
1) .Patient ID Data
2) EC, LI»®, or corrected EDC ¢t .
recorded in chart . ' ‘
3) - Appropriate data for each visit | “ e e .. ’
«~ recorded (wt, BP, urine, etc¢) * i
4) 1lab Data on chart - !
‘Type, Rh, Hct, Hzb, PAPR snear,
Seroloay
N S) Review of Systems Analysi.s ¢
(- Y . '
... 6) Past Medical Kistorv and !‘amily
History
7) Previous cbstetrical record i
8) Complete P.F. ' (Y
9) Pelvic Exam with Obstetrical
Prornosis . J
10) Chart legible . . YES wo
Ccmacnts: B :
. o
fverall: Acceptable Unacceptable
. ’ a3
Inclosure 4 to ANNEX 8 B-6 . Iy
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y . ' QUALITY ASSURANCE PROGRAM . A

! @ . PROBLEM ASSESSMENT WORKSHEET . )‘z

. Problem No. - . ) ) Date " ,S

-'.: . . . . 'i‘

v SECTION I - IDENTIFICATION 3_%«;

A. Statement of Problem: . .o N .'-._' e _' Do '. , ‘ G v . ;3

: 3 oL

! o i ‘. - : I. ﬁ
X 2. Source of Data: ‘
{ . * . {

3. Committee/Office/Individual Identifying Problem:

}

L o o e e s s m WG W A e o o ® W o e e W B M e M w W M W B e M M W e s M D M W e ;
! ~ SECTION U - ASSESSMENT ~~ Date ;
! 1. 1dentify Applicable Criteriay . .
\ coem T Y T |

. : .

N I .

.

! 2. Feasible Resolutions:

")

[)
‘ o
‘ L 3. Recommended Resolution: ! .
3 L
N
, ! "
' 4. Resources Required: t
]
Sttt :‘
N SECTION Il - EXECUTIVE REVIEW Date X
; l. Action Taken: : !
‘ f
; o
2. Priority: Immediate - Resolve within 30 days - review monthly. : '
; Delayed - Resolve within 6 months - review monthly. } i
Long Range - Resolve within j years - review annually. ’
) Deferred - Resotution not feasible with current resources - '
5 ) ) review annually. | ‘
D o
{ . ‘
\ Inclosure 5 to ANNEX B B-7
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PACEE . .. ¢« . . i
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; . R SECTION IV - IN PROGRESS_REV:EWS . . ; l

-
L

I. Statuss ‘ " Dpate

-
-
-

A ‘e . - : ‘ o® i ’ LN . et Y eate T T " . . .
B LI . E " Sy . . . . . T e
-

2. Status: - . ) . . Date ' . ;-
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y 3. Status: .. . Date ! :
. A

. \)
* 4, Statuss . - Date y
5. Status: ’ Da

.-'..--‘--.-.--.-.-----.---.------.-----?—
.

\'J;t\ . ~ SECTION V - RESOLUTION . - ‘

Statement of Resolution: . _ Date ':

R
.

) ; ' —I ."\:

’ ——————— 1
4 { | h
. i h
' \
¢ , Y
J
; \
1
[ ] .

Inclosure 5 to ANNEX B B-8
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N wr ANNEX C

3 "," DEPARTMENT OF THE ARMY
1 ‘T‘% HEADQUARTERS, U. 8. DEWITT ARMY HOSPITAL

X ooy FORT BELVOIR, VIRGINIA 22060
" "‘w“ j
n: . \ \w"l /
L) .
o THSXA-FP 16 December 1981
. .
Ly . . . . . P
- SUBJECT: Minutes of the Department of Family Practice Patient Care Auditing
. ~ and Quality Assurance Committce Meetings
Y
b
A
I TO: Chairman
k Medical Care Evaluation & Quality Assurance

DeWitt Army Community Hospital ;
,? Fort Belvoir, Virginia 22060
)
B ;
.‘ }
A 1. 7The meetings were held on 9 December 1981 at 1230 hours in the Main

Confercuce Room,
. 1
2. Mombers Present:
) CPT John H. Black, Chairman, Patient Care Auditing Committeea
’ LTC William J. Meinert, Chairman, Quality Assurance Committee
L e I Staff Mombers:
) ® CPT Robert Campbell ! '
3y CPT William McCarberg ]
b CPT Mark Hillard ; ;
) Resident Members:
¥ CPT Steve Daugherty, lst year !
L

CPT Janet Spitzer, lst year
CPT Steven Reissman, lst year
- CPT Laurence Sharp, lst year

CPT Neal Baillargeon, 2nd vear
LY CPT Mark Beckerman, 2nd year l
a . CPT Eric Brewner, 2nd year
; CPT Douglas Cambier, 2nd year
‘g CPT John Reasoner, 2ud year
. CPT John Alves, 3rd year
" CPT Gerald De Tata, 3rd year
" . CPT John Pascal, 3rd year
a ) CPT Dougla~ Phillip, 3rd year
)
5

Members Excused or Absent:
Major John Fogarty, Staff
-y . Major R. B. Stith, Staff
W CPT Joscph FitzHarris, Staff
CPT Robert Reade, 3rd year

— e X XK

[.—W"

X MAJ Thomas Ely, 2rd vear y

h - CPT Wayne Jonas, lst year ;
¢ .

CPT James Melhee, tst year j
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HSXA-FP
SUBJECT: Minutes of the Department of Family Practice Patient Care Auditing
and Quality Assurance Committee Meetings

3. 014 Rusiness: ,

None. This is the first meeting held. Family Practice Inpatient Service
was established 19 October 1981.

4., New Business~-Chart Review.

a. Reviewed 25 completed inpatient records to include obstetrical, gynecologic,
medicine and pediatric type admissioas. The following deficiencies were noted in
these records.

(1) Discussed the chart of a 45 year old WM admitted to the ICU with the
diagnosis of shortness of breath, wheezing and possible pulmonary embolus. A
deficiency existed in the record in that a specialized procedure was not coded
on the cover sheet, "VQ scanning”, and the diagngsis of 'Medical obsccevation for
passible pulmonary embolus, suspected, not proven' was not listed on the caver
sheet. Record returned to PAD for additional coding.

(2) Discussed the chart of a 2 y/o WM whose parent removed the child
from the hospital against medical advice for the problem of wheezing, No mention
is made of this on the cover sheet=-returned to PAD for additiomal ceding,

(3) Discussed the record of a 1 y/o BM, admitted with potential child
neglect. No discharge instruction sheet could be found in the record. Tnis was
considered a major deficiency it view of the CPMCT and medico-legal aspects of
the case, Chart was rcturned to the physician for appropriate notation as to
disposition and followup.

(4) Discussed the record of a 25 y/o BF, admitted to the ICU with asthma,
No mention was made in the chart of the results of several blood gases drawn
during the admission. The necessity of comment by the physician who orders lab,
x-ray tests in the progress notes was emphasized.

(5) Discussed the record of a 28 y/o WF admitted for an incomplete
abortion who underwent an elective D&C. No tissue pathology report was in the
chart after 1 month. This was considered 1nappropr1ate and the chart was returned
to PAD for filing of the tissue result.

(6) Discussed the record of a 61 y/o WM admitted to the CCU on a "R/O MI
protocol”. No mention is made of the results of a CXR done on admission. Returned
{n physician for correction or addendum to the record.

(7) Discussed the chart of a 48 y/o Wi, admitted to ICU with asthma.
Again, no mention of a CXR done on admission. | -

(8) Discussed the chart of a 24 y/o WF, postpartum, augmented with
pitocen after 5 hours of SROM. There was no mention as to the indications for
augmentation or whether a staff OB-GYN person was consulted regarding the drug
usage. Chart returned for addendum to notations.
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SUBJECT: Minutes of the Department of Family Practice Patient Care Auditing
~ and Quality Assurance Committee Meetings

b. Current Inpatient Chart Review: Census on the Service numbered four at
the time of the audit. All charts had been reviewcd and various deficiencies

were corrected at the time of the review by the physician in charge of the
patient's care.

¢. There were no recorded deaths in.the Family Practice Inpatient Service
since 19 Cctober 1981.

d. Complications: No introgenic complications could be found or were re-
corded in patient care during the review.

e. Outpatient Chart Review: Formal Outpaticnt Chart Review has been in
effect within the Family Practice Clinic as of 1 December 1981, The audits will
follow the format illustrated in the SOP titled "Quality Assurance Program for
the Dept of Family Practice”, dated Decewber 1981 (Incl #1). Audits planned
for December will utilize the "Medical Record Audit' daily (Incl #2) on selected
Resident charts. In addition, a generic audit will be conducted an all the
Family Pructice obstetrical records utilizing Incl #3, "Obsteterical Patient
Care Audit."” Results of all these audits and statistics gathered will be re-
ported in the January minutes of this Committee

5. Quality Assurance Program--Problem Assvisment.

a. The entire QA Program of the Departaent was explained and clarified to
members of the department, as well as the utilization of the Problem Assessment
Worksheet,

b. The first QA Problem identified from the Inpatient Recovds Audit was the
high percentage of charts (30%) which were identificd as deficient because of
the physician's lack of documeuntation regarding pertinent lab, X-ray and other
data. The feeling of the majority of the members was that "if a lab test is
important enough to be ordered, some mention of its results should be made in
the progress notes". This statement was expanded to include other facets of
the patient's care--to include the results of consults, physical therapy and
respiratory therapy. See Incl #4 for recommendations.

oz,

WILLTIAM J. MEINERT, M.D.
LTC, MC
Chairman, Quality Assurance Committee

6. Mecting adjourned at 1335 hours.
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: ANNEX D Q
', W f )
' » 5 ' U
S QUALITY ASSURANCE PROGRAM .
- ’ PROBLEM ASSESSMENT WORKSHEET ; -
" Date C —
5 SECTION I-IDENTIFICATION 2
- )
! A. Statement of Problems: v s
/ l -
~ 4
$ B. Source of Data: ; Y
‘ C. Committee/Office/Individual Identifying Problem: ' .
s D. Recommended Individual/Committee/Activity to investigate Problem: ]
; T
S + AR .._
» SECTION 11-ASSESSMENT Date B
3 A. ldentify Applicable Criteria¢ l .
: WY
- "
g B. Feasible Resolutions:
| 1l ] }
{o
. ]
1 C. Recommended Resolutions: _ 3
D) , F
b A
\ - :
: D. Resources Required: )
b ' 'l
‘.’ .
e H
3
! SECTION III-Executive Review Date
i A. Action Taken:
X ! y
R B. Priority: Immediate-Resolve within 3@ days-review monthly, o
. Delayed-Resolve within 6 months-review monthly. '
Long Range-Resolve within 5 years-review annually. 5
,. Deferred-Resolution not feasible with current !
\ resources-review annually, R——

. MEDDAC (CSD) FORM 522 b-1 - 7
30 1 April 1982 :
" L)
:I .

o
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1 SECTION 1V-IN-PROGRESS REVIEWS p
\ 4,
p ‘ A, Status: Date '
y b
; ’ .I
A B. Status: Date g v
; \ 3
C. Status: Date v
' (-
|
! ¢
, .:
Ny D. Status: Date '
. —_—— ; Y,
)L R
I
3 E. Status: Date 1)
. 3
h
[) ‘.
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. e SECTION V-RESOLUTION | 5
;‘ statement of Resolution: Date ‘ :
T )
) "
u !
‘ L}
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SECTION VI-FOLLOW-UP/REVIEW '

. y .
. Date ‘ X
)
l :
. ; =
‘ [ |
! ! ]
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\ | o,
S y
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\ A

- LR I L RN
'l e e s vl

N M N
RN s Y



-
""f“ ANNEX E

1 COMMITTEES MONITORED BY QA COORDINATING COMMITTEE
ACCREDITATION

AMBULATORY PATIENT CARE
EMERGENCY MEDICAL SERVICES

BLOOD TRANSFUSION & TISSUE
CANCER
CLINICAL INVESTIGATION/HUMAN USE

CREDENTIALS COMMITTEE

INFECTION CONTROL
ANTIBIOTIC UTILIZATION

MEDICAL CARE EVALUATION
CARDIO-PULMONARY RESUSCITATION
CRITICAL CARE
DISCHARGE PLANNING
R MORBIDITY AND MORTALITY
e RABIES CONTROL BOARD
RISK MANAGEMENT
SAFETY AND FIRE PREVENTION
THERAPEUTIC AGENTS BOARD

TUMOR BOARD

II.  ACTIVITIES/SERVICES MONITORED BY QA CORDINATING COMMITTEE

e

Tag
» 1

ANESTHESIA
CHN (HOME CARE EVALUATION) ?
DEPARTMENTAL QUARTERLY QA MEETINGS
DIETETICS

DON QA PROGRAM

FORT A. P. HILL HEALTH CLINIC

S e ™

PATHOLOGY

PATIENT REPRESENTATIVE (MONTHLY REPORTS) : L.
PHARMACY R
PHYSICAL THERAPY R—"
RADIOLOGY Ko

RESPIRATORY THERAPY .
SOCIAL WORK ) Ve

VINT HILL FARMS STATION HEALTH CLINIC ;
S E-1 o
"
N\
he
P
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INVENTORY OF RELATED

QUALITY ASSESSMENT & CONTROL REQUIREMENTS®

STANOARD

FREQUENCY

SCOPE/FOCUS

CONTENTS

Anesthesia

Quarterly

Monitoring to reflect
the scope of hospitalts
anasthesia services
Include raview of all
categorios of anosthe-
sia personne!

Not limited to mor~
hidity/mortality ruviow
Reprusentative somplo

Shouid be part of overall
hospital QA program
Modical record require-
monts spocitied (p.6)
Involve use ot procstab-
lishad criteria

2,

Dletetlc

Annual ly

Reviuow nutritionat cary
of inpatiants, out-
patients, home care,
and outside contractad
sarvices, as Jppro=-
priate

Hepresantativo semplao
Quality control mocha-
nisms for specifiod
processos such as
nutritional assesumant,
dietary instruction,
otc,

Should b part of ovaratl
hospital QA program

Shal | use medical record
and preastablished
criteria
Reviow shall
tributions tram medical,
nursing, and dietetic
stafts

Yodical record requiro-
mants spocitiod (p.20)

includa con-

3.

Emergency

Monthiy
(Recom-
monded

moro frue-
quontly if
rapid turn-
ovur ot
physician
statfing)

Particular attention to
DOAs, duaths within tho
ED and deaths witnin

24 hours of admission
from tho ED
Reprasantative sampla
Quality controt mocha-
nisms for spocified
procasses such as ro-
call mochanisms, medi-~
cal record reviaw, etc,

Shal ! uso medical rucnrd
and pruastablished
criteria

Modical reocord requirg=
monts spocifiod
(ppe32,33)

*Excerpts from Joint Commission on Accreditation ot hHospitals, ﬁ?ﬁ[ﬂﬂlﬁ?"o" Manua | lg(”
Hospitals, 1981 Edition,
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STANDARD FREQUENCY SCOPE/FOCUS CONTENTS
4, Functlonal Contlnuous « Comprehensive hospltal- Produce sate character-
Satety and program wide program istics and practices;
Saaltation of tort, Review to include eliminate or reduce
monthly patlents, hospltal hazards to the oxtent
committes statf and visitors possible
mootings Policy/procedure include review of all
dovelopment, coordi- pertinent records and
nation, review reports
Incldent reporting Mathods for measuring
system ot satety program and
Linison with infection analysls to dotermine
control of fect ivenoss
S. Goveraing Continuous Assure a camprehensive Through CEQ, ensure that
Body (GB) hosplitaiwide QA program administrative assistance
Credentlal ling and necessary to facilitate
privileges delineation objective analysis ot
systems/pollcies quatity care
G8 should specity the
nature and frequency of
submisslon of reports
required by modical stait
QA activities
6. Home Care « Annual o Review to Include direct| Shou!d be part ot overall
Program and outside contracted hospital QA program
Evaluation services, if used Multidisciplinary advisory
o Quarteriy « Both active and closed committee must include
review of case modical rocords (1) physician, (1) RN and
medical reviow other professionals in~
records « Reprasantative sample volved in program

« Case plan review at

Evaluate of factiveness of

'
I3
)
3
b
) least every 60 doys objectives
: Roview to lnclude
. accessibitity, timalliness,
» and need of sarvices
; Medical racord require-
y ments spacified (p.61)
Yy
)
) ;
. a—-
. )
)
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b STANDARD FREQUENCY SCOPE/FOCUS CONTENTS
b .
: 7. Hospital « Biannually| < Reviaw to Include e« May be .°rt ot clinical
4 Sponsored + Recom- ontire scopa ot sorvice/department raview
- Abuiatory mended sorvices and outslde machan |l sms
Care more fro= contracted sorvices, « Shal! use medical record
quantly it It used and preostabilshed
organized « Roprasentative sampio critortia
by service,) « Madical record require~
have out- mant spacitied (p.58)
\ reach pro-
grams, or
rapid
l physician
5 turnovor
»,
s 8. |Intection « Bimonthly « Hospltalwide « Standard criteria tor
) Control committee « Review to include all ldentitying and roporting
y moetings patients and personnal Intections
'*(3 « Continvous « Dotermine Intection rates
A data col~ « System tor data collec-
lect ions, tion, reporting, anti-
surveil- biotic review and
¥ A lance and evaluation and tolilow-up
o policy action
reviow o Continuous review and
: ovaluation ot all hospital
ssaptic, Isolation and
sanitation rechniqueas
« Required participation by
modical statt, nursing,
adminlstration, and when
- avallable, mlcroblology
Q soction of lab

+ Modical record require-
mont spocitied (p.74)

pe

oAy

9. Medical
Statt
. (PP« 105=108) ;
a. Speclat o As indi=- « Ry rgsoentativo samplo . Conduct spoacltic studlos,
Patient cated to 45 indicated using pre-
Caro Evalue- 455055 establishod criteria .
tion Difter- potential [rr—
ences problems
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STANDARD FREQUENCY SCOPE/FOCUS CONTENTS
fe Mti= Continuous « Should inciude review » Should include prophylac-
- blotic Assessment of inpatieats, ambula- tic and therapeutic use
Usage fory and emergency for all categories of
patients patients
« Representative sample » Criterion-based review in
problem areas
o Clinical reviow as well as
statistical/prevalence
studies
+ Controt of usage based
on assessment studies
gs Other - As indi~- + As indicated by the « Particlpation in hospital-
patlent cated by specitic roview act vi- wido activities including
related specitic ties planning, satety, efc,
profes~ review + Representative samplo + Patient care avaluation in
slonat activity ED, OPD, home care
activities . Rolo in care of amotion=
ally i1i, alcoholics,
drug abusers claritied

Note: Other required madical staft tunctions include utilization review, (sec p.22),
monitoring of clinical policies and procedures, mortality reviow, etc, In addi-

\@ tion medical statt quality control includes use of assessmont tindings tor

croedentlals, privileges delineation and continuing education purposes amonjg
other corrective action optiohs,

10, Nuciear « Unspecl~ « Roview and evaluate « Documented reviaw and
Medicine fied evalud quality, satety and ovaluation ¢t policies/
ation appropriateness ot procodures and committeo
activities service activitios
« Continuous « Modical record require-
safety mont specified (p.l114)
| survel|=
‘ lance
1. MNursing Quarterly « Representative sample +» Should bo integrated when

possible with other
hospital QA activities
Based on written criteria
Include nursing care
porsonnel who are not .
hospltal emp!loyoes
Variaty of mathods can be
usod tor review/evaluation
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STANDARD FREQUENCY SCOPE/FOCUS T CONTENTS
be Tissue Monthly e Includa inpatients and + Raview shatl incilude
(surgical outpatients indications for surgery
case) « Rovigs to includo cases | . May use scroening
Revlov whore spocimens woere machanisms with pre-
and were not recovered dotermined criteria
o Review all cases with
ma jor praoparative/
postoperative discrup-
ancies
Ce Pharmacy Quartoriy « Davalopmant and surveil< o 10 ¢uoperation with
and Thera- lance of policias and pharmicist and othar
poutics practices, including disciplines as requirud
drug utilization
« Advise on avdailabla
drugs, formulary
chonjos, updating tor-
muiary, drug roact,ons
review, and experimon-
tal drug use approval
de Medical Quarterly + Review to includo in- « Roviow tfor timoly campla-
Record tatient, hospltala- tion, clinical portie-
sponsorud ambulatory nance, avergal! adequacy
caro, 0D and homo ciare tor usu in uslity asonss-
rycords mant activities, and as
« Reprusentative sampie medico-legal documents
« Raquired nursing and
magical racnord statt
participation
e Bloud Quarteriy « Roviow 1o include in- « May be porformed through
Utilizatlon patient, hospital- retraspective patient care

sponsorad ambulatory
care, ED and spucial
care patients

« Represonteative sample .

evaluation, madical record
review, or other patient-
spocitic review mochanism
Reviow for proper ytlii-
zation ot blood trans-
fusions

Shall roview whole vs,
camponent blood elemonts
Shall roview alt actual
or suspocted reactions
Should review amount
requested, used, and
wastaqge
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STANDARD FREQUENCY SCOPE/FOCUS CONTENTS

12. Pathology Unspecified | o Participation in hos- « Dlrector of Pathology and
and Medl~ pital QA program medical tabaratory assure
cal Labor= o Servicewide quallity dopartments! partici-
atory control program to pation in overal! QA
Services assure rellabliity of program

laboratory data

13. PAMrmacOy~ Unspecitied | o Inciude departmental/ « Should be part of ovorall
tieal service/indlvidual hospi tal QA program
Sarvices prescriber review spocitic to drug utili=~

« Representative sample zation and eftectiveness

« Infradepartmental » May include determining
quality control strat- usage patterns by clinical
agles such as drug departmont/physicians
proflle, pollcies/ +» Assist in establishinrg
procedures, etc, drug use criteria

14, Radiology Unspecitied | . Review to Include + Roview and evaiuate

, inpatient, outpatient, quality and appropriate-
and ED seorvices noss of services
« Modical rocord require=-
monts specitied (pp.!59~
160)

15« Rehabllil~ Quarterly » Raview ta Include o Systematic review and
tation inpatient, outpatient gvaluation of quality and
Programs/ and ED services appropr i atenoss
Services « Representative sample « Prodotermined criteria
laciuding, + Farticlpation by medical
as appli~ statf and rehadilitation
cadle, personnel
any spe~ » Madical rucord require~
clattzxed monts spocitiod (pp.i64 =
services 165)
provided
including
Physical
Therapy,

Occupa-
tional
Therapy,
eotc,
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STAMNDARD

FREQUENCY

SCOPE/FOCUS

CONTENTS

16,

Resplratory
Core

Quarteriy

« Roview includes in=-
pationts, outpatients,
home care patients, and
outside sorvices, it
usad

« Represontativa samplo

-

-

.

Physician=director
rusponsibility

Should be performed within
ovoral | hospital QA
program

Roview and evaluate
quality, appropriateness,
and of foctiveness

Shalt use modlcal record
and proestabiished
criteria, Including indi~
cations for use,

of toct ivenoss o* troat-
mant, and adverse offects
roquiring discontinuance
ot treatment

Shall include contribu-
tions of modical staft and
respiratory care services
Particular attention to
highly utitlzed sorvices
Medical record require=
mants spacitied (pp. 175,
176)

17.

Soclal
Services

Biannually

e Roview Includes in-
patients, outpatients,
home care patients and
outside sorvices, it
usod

« Representative sample

3

Should ba performad within
the ovarall hospital QA
program

Review and evaluate
quallty, appropriatenass
and cf fect iveness

Includes all categories of
paticnts

Sha!ll use madlcal record
and prevstablished
critoria

(Indications tor soclal
work intervention)
Particular attention to
discharge planning and
timol iness of amergoncy
sarvices

Medical record require-
monts spoci tied (p.180)
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STANDARD

FREQUENCY

SCOPE/FOCUS

CONTENTS

‘“.

Speclal
Units
(it
purpase or
specitic=
purpose)

Quarteriy
for muiti=
purpose
units;
unspecified
for

spec| tic

purpose
units

o Representative sample
for all units

Physiclian-director
respons ibil ity
Should be part ot overall
nospital QA progrem
Quality, satety and appro=
pr iateness evaluated on
regular baslis

Written criterla for ad-
mission to and discharge
trom special care units
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TO: MAJ Thomas Hoffer MC/USA . '

I Dewite Army Hospitnl , . 2
Ft. Belvoir, VA 2040 ' o
o X
! Q"{E- FRCM: PMAJ James Benvenuti MJ/USA | N
- DelWWitt drmy Hespital ‘ :
' Ft. Belvoir, va 22060 N
L) - ' .
E _ DATE: 1 December 1931 -
' : !
SUBJECT: PRELIMINARY Q/A CRITERIA FOR CHART REVIEW OF CORNEAL ABRASIQN: ﬁ
MINIMUM DATA TO BE INCLUDED IN RIZCORD !
By
by o\
i 1. (If patient is verbal): some description is given of recent onset ofe
K of eye pain or feeling a "foreign body" or "scwething in the eye”; S
+/- photoghcbia; mention iz made oflany/no ¢hangz in visual acuity; S
} and some mention is given to related stioloyies such as "followed ::
A a_concussion or scratch to face" or "wearing ccatact lenses”, etc) "
bl
| . h
: ___2. Objective confirmation of corneal abrasion is shown by stating K
,‘- either one of the following: e
. a. Observation of corneal lignt reflection using oblique side o
moving illunination ("flashlight test") shows abrasion )
y (or abrasion shadows cast upon iris); or
P b. Sterile fluorescein strip reveals corneal abrasion which was X
! not evident on "flashlight test"; chart mentions that N
(‘:" greénish speckled pattern is not dendritic branching ’
. (which would suggest Herpes keratitis). "‘
) '.'
. 3. Evaluation using binocular magnification and lid eversion excludes \
’ foreign bodies remaining and excludes punctrating or perforatirg "
’ injuries into eye. i
: 4. The pertinent normal eye findings are included, such as: visual A
N acuity, PRERLA, EOM intact, fundoscopic exam WNL, cornea y
“otherwise clear" and visual fields WNIL to gross confrontation. e
D N '_’
5. Pertinent negatives are mentioned, such as: . f.
a. No corneal anesthesia, pigmentations, diffuse cloudinéss .
’ or radiations into sclerae. X
) b. No purulent discharge associated with eye pai,p.,an-fmcm‘ms ' ::
L4 "
. 6. Treatment plan is specified: including firm eye-patches and a 3-5 "l
’ day oourse of antibiotic ophthaliic solution. -
‘. 7. Follow-up is specified; including reapmointrent within 24-36 hours ::'-
’ for reexamination. 4
: |
p 8. Follow-up is arranged until either complete resolution of the problem "

or referral for complications such as infectious Keratitis.

fzu,.m /M '///,;_1//,;',( :
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MAJ Thomas Hoffer, MC/USA
Delfitt Axmy Hos p&t .
Ft. Belvoir, VA 220860

FROM: MAJ James Benvenuti, MC/USA
DeWitt Army Hospital
Ft. Belvoir, VA 22060

DATE: 7 January 1982
' SUBJECT: REVISED Q/A AUDIT OF ETR "CORNEAL ABRASIONS"

Review of Emergency Room Log for the past six months
yielded 90 cases listed as corneal abrasion: 3 of these
cases were eliminated because other diagnoses were listed
on the record, such as ''conjunctivitis'

Of the remaining 85 recowds, 32 were avallable in our
clinic and were audited.

Using the Hoffer Corneal Abrasion Criteria, the following
deflCleHCLeS were noted:
12.5% = No mechanism of injury noted;
. 40.6% = No subjective symptom listed;
. 21.8% = No visual acuity noted:
. 46.8% = No fluorescein test cited;
0.0% = No eye inspection noted;

65.6% = Treatment Plan did not list topical antibiotic;
'50.0% = Treatment Plan did not list pressure patch;

c

d

e .

£. 9.3% = Diagnosis not given as '"Corneal Abrasion"

g

h.

i. ,34.3% = Follow-up did not specify return within 24 hé4-48

These "deficiencies do not necessarily represent poor quality
of care: for instance, although the fluorescein test was
not cited, it probably was routinely done by the Emergency
Room staff, It is also noteworthy that the criteria were
only recently dcvelopud dud disseminated : except for the
recent few months, the stuff had no guldelines provided.
Nevertheless, providing a reminder to the staff of these

. criteria might improve quality assurance at this hospital.
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riLte Aovd

COL Jose Ossorio, #HC/USA
Dewitt Arxmy Hospital
Ft. Belveir, va 22060

MAJ James Benvenuti, MC/USA
DeWitt Army Hospital
Ft. Zelvoir, VA 22060

DATE: 13 January 1982

SUBJECT: Q/A ONGOING AUDIT QF ETR "CORNEAL ABRASIONS"™

on 7 January 1982, an audit of Emergency Room records
for the past six months yvielded 32 available records of
"Corneal Abrasion"; the following deficiencies were notedr
a. 12,5% No mechanism of injury noted;
40.62 No subjective symptom listed;
21.8% No wvisual acuity noted;
46. Su No fluorescein test cited;
9.2% Diagnosis not given as "Courneali Zhrasiou™;
65.6% = Treatment Plan did not 1list topical antibiotics;
50.0% Treatment Plan did not list pressure patch;
34.3% Follow~up did not specify return within 24-48 hrs,
0% No eye inspection noted.

1 O N {1 | O

1 December.1981, the above Hoffer Criteria had been
developed and disseminated to the staff. During the
following month of December, 19 charts of patients treated
for "Corneal Abrasion" were collected and audited. The
following deficiencies were noted:

a. 10.5% No mechanism of injury noted:;

b. 36.8% No subjective symptom listed;

c. 36.8% No visual acuity noted;

d. 36.8% No fluorescein test cited;

e, 0% Diagnosis not given as "Corneal abrasion”;

£. 10.5% Treatment Plan did not list topical antibiotics;
g, 21.0% = Treatment Plan did not list pressure patch; :
h. 36.8% Follow~up did not specify return within 24-48 hrc.,
i. 0% No eye inspection noted.

Booanhnmuwn

Using the Chi-Square Test for analysis, statistfcally
significant improvement is documented for the following
criteria:

£, Treatment Plan to list topical antibiotic; and
g. Treatment Plan to list pressure patch.

Because of the remaining high rate of deficiencies,

a re-publication & dissemination of the Hoffer Criteria
for Corneal Abrasion is recommended - to include all

involved staff. ‘
//@]QP/JILL' /g’c_,,ﬂ, C /Zr(/(/_fj
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,' @ONCERNED ARE OMMENTS

[
A &'P; *Please refer to back for Privacy Act Statement
Jor

n TO: Patient Representative Office
DeWitt Army Community Hospital
Fort Belvoir, Virginia 22060

Let's Hear 8 bout

E4

Compliments: Staff member (military, civilian and volunteers) who are doing an
outstanding job.,

e
-

Suggestions: An idea that would improve our care,

Problems: Something to bring to our attention.

DATE: !

A S O LY @ S A A
.'1

.

b3

XTEXL

B (PLEASE PRINT)

/ NAME: Sponsor's Social Security Number:
ADDRESS:

N RS

2 r zip code

Ty MEDLAC (CSD) Fm 342 :
) T Jun Bl 1Hevt 113

Telephone:
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~~ry SYUUQDH .mc d" . (4
For use of this form, see AR 340-15; the propunent amncy 13 TAGD permit fun' 1 -
AEFERENCE OA OFFICE SYMBO0L SUBICT ’ ' B
HSXA-CS PRO Aezlvities - lared 135z COPY available to DTIC does no
mecmlt fully lagible sepaoduction
[Eol: S Sciel s Rk FREM L. SATE 5 april 1932 ST

11. The Patiunt Representative Office activities for March 1982 are presented for ravie .
A matrix which Llists the problem areas by elinin/zervice Lo z2tzached.  (Incl. 1)
!
12. Analysis of =ncounters:
_3 JANUARY FEBRUARY MARCH
i Information/Directions 391 432 498 45%
i Followup with Patiants 70 78 125 “11a
! Contact with Staff or
Other Agzencies 231 226 231 21%
Assistances 8 9 2 17
! Compliments 56 74 131 12%
{ ?roblems 109 73 117 10%
; TOTAL T 865 892 1104 100%
1
13. The P,R.0. receired cne hurdred aad thirty-one {131) cuaplimeats cnis month: Ward 44 (C
> {Ward 33 (17), Ward 43 (12), Family Practice (10), ETR (6), AMIC (5), Urology (5), Surgery
Orientation (3), Opthalmology (5),Surgery (4), Orthopedics (3), L & D (3), 03/GYN (3) and
Respiratory Therapy (3). The following areas received 2 cempliments each: OR, Recavery, Fod
{Service, ICU, Internal Medicine and ileurology. Red Cross, “Ward 2B, A & D, Anssthesiology,
12RO, Med. Company, lousekeeping, PT, Refill Pharmacy, GO Clinic, QOccupational Health, CCU,
ﬂ&snd Cardiology received one compliment eactr.
°
4, Comments about the matrix (Inecl. 1)

CENTRAL The complaints about this service have significantly decreased again this \
APPOINTMEITS: menth. It is interesting to note the number of complaints wregarding the
. phones in Family Practice and in Pediatrics.

ETR/TRIAGE: . Poor communications resulted in at least 12 of these complaints this nent iy

] INPATIENT: Three patients stated that the staff on Ward 43 are doing a good job, Luct
[ they seem terribly overworked!!

‘o other trends were noted this month. : '

3. Case of the month:

PROBLEM #1: An !l y.o. dependent son and his father arrived at the Orthopedic Clinic at
approximately 0930 hours on a Thursday. They supposedly were referred by Quantico, but :.av
had no appointment and no referral. PROBLEY #2: Orthopedics referred the patiaat to AMIC
for & referral not thinking that AMIC doesn't see anvone less than 13 .o.  S20LEM 43, Au=-
fvafarwad tha patient to Pwediacrics where he was siven a4 'zoutine” rerferral to Urthopedics,
ile returned to Orthopedics whare he was told that he would need to make an appointment
through CAS. The CAS intercom phones were out of order. PROBLEM #4: The CAS supervisor
was making appointments in person, but the soonest appointment was for one month in advanc.s.
Llhe patients father felt that this was unsatisfactory so he retsrned Lo Padiatrics to have
Qﬁytem change the referral from "routine' to "TODAY", ie then rctnrned to Orthoped ics.

PRUSLEL #5: By tnis time, the emergency doctor in Orthopedics had been called to the Emerganch

{Room. The patient and his dad were asked to wait, but they did not wish te ds <o. They Lz%:)

4
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HENA-CS

P Activiilies - march

s cu deternine if the paticns wns zelerret {rem duaaciczo or not.  ¥With tha
AN aixcepiion of Problem #2, the staff gave tihis patient the correct iafarmaticn about
"the svstuea'" for buelng seen.  Tour hours later, nowever, the patient nd his father
left,.... The dad said that he would followupr with 2 formal c-mpiaint, but 2t this
tice, he has not.
6. additicral ol managed by the PUROD. Juring this wonth are:
a. provided new MEDDAC employees with a brief orientation to the Zatieat
Representative Office,
b. attended Potomac Chapter Society of raotiant Representatives Maeting at
Washington Adventist Hospital in Takoma Park, =2nd
c. shared job deseription, monthly report uund records ideas with staff from
Fort Rucker, Fort Lee, und Fort Leavenworth respectivelw.
7. If you have any comments or guestions regarding the [nformation that ig presaated
in this wonthly report, please contact me at ext. 42890.
Do Kevrean
[ Incl. PAMELA N. DUNCAN
as Patient Representative
(‘ DISTRIBUTION: e T
<0
Cps
C, Dept.of Family Practice
C, Dept. of Medicine
C, Dept. of Nursing (2) )
C, Dept. of Surgery gﬁ
C, Antulatory ilursing Sve. y%
c, OrA 9
C, CSD (3) A
C, Logistics '
C, BMS »
C, PAD . 5T
C, Pathology '
C, Pharmacy :
C, Preventive Medicine ot
C, Radiology o
Commander, 15th CSH &1
Commander, MED. CO. W
Mavy/MC Liaison o
STZ, TS Ga2aith Slinic ﬁ:
Admin. desidenc o
C, Force Developument o
G, Satellite Clinics .
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APPENDIX H
QA PROBLEM ASSESSMENT WORKSHEET




GUALITY ASSUNANCE PRUGRAM
PROBLEM ASSESSMENT WORKSHEET

SETION T-1DENTIFICATION

Source of Data:
Comittee/Office/lndividual ldentifying Froblem:

Recormended Individual/Ccmmittee/Activity to investigate Probiem:

SECTION 11-ASSESSMENT

Identify Applicable Criteria?

Feasible Kesolutions:

Recommended Resolutions:

Pesources Required:

Action Taken:

B. Priocrity: ) Immediate-Resolve within 32 duys-review monthly.
Delayed-Resolve within & nonths-review monthly.
_Long RPanae-Resolve within o oears-ravisq conunily,
burerred-Resolution not feasioble with current
resources-revicw annually.

R
)

MEDDAC (C3D) FORM 522
L April 1Ysl
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A. Status: I

B. Status: : Do

7
g

V
3
O
]
it

C. Status: Dacze

D, Status: Date

E., Stutus: Date
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SECTION V-RESOLUTION

Statement of Resolution: Date

-
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SECTION VI-FOLLOW-UP/REVILW

Date
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R :
) :
¢ ﬁg; SOUTH POST HEALTH CLINIC
. 10 Most Frequent Medical Complaints and Diagnoses ,
:: CHIEF COMPLAINT (Reason for Patient Presenting) \
; z-
[}
-? RANK DESCRIPTION ACTUAL # % !
4
" 1 Musculosckeletal Pain 63 19.8 "
y 2 Rash 33 10.4 o]
5 3 Follow=-up 24 7.5 3
! in Sore Feet 21 6.6 ‘
13 5 Back Pain 18 5.7 <
’ 6 Physical Exam 1k Lok
- T Blood Pressure Check 13 b1
Y T Sore Throat 13 b1 !
:: 9 Stomach Pain 10 3.1 )
()
. 10 Conjestion 9 2.8 :"
TOTAL FOR THE TOP 10 218 68.8 Y
" o
) #Potal Useable Observations 318 )
R |
a. Diasgnoses (Disposzitions) ;
[
v
- e Referrals 25 8.7
Ny, 2 Physical Exam 15 5.2 n
o 3 Bronchitis 13 4.5 N
P I Muscle Strain 11 3.8 '
) I Blood Pressure Check 11 3.8 M
S‘ h Muscle Spasm 11 3.8 ”
. 7 Sinusitis 9 3.1 -
0 { Tendonitis 9 3.1
N g
,& T Upper Respilratory Infection 9 3.1 .
o ( Rash 9 3.1 ¢
L,
TOTAL FOR THE TOP 10 122 he.T ]
* Poison Ivy 8 2.8 :
*a Prescription Refill 8 2.8 ]
* Shin Splints 8 2.9 "
* Sprained Ankle 8 2.8 Y
* Grstritis 8 0.8 '
LA Common Cold 8 2.8 ;
o
TOTAL FOR THE 10P 16 170 59.4 ]
{
#'otal Useable Observations
c§? #The clinlc surveyed a total of W5l patients, the total number of obaservations listed
under complaints and diegnoses reflers to the number of useable/identifiablc entries for )
those catepories. "
)
¥¥These diagnoses were added in order to portray a morc complete piclure of the range of :

dliagnoscs treated in the clinic
FIGURE L. 1 ;
B N A S T
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. AMIC
;L 10 Most Frequent Medical Complaints and Diagnoses :
I CHIEF COMPLAINT (Reason for Patient Presenting)
"
.:I
. RANK DESCRIPT10N ACTUAL # %
""
S 1 Musculoskeletal Pain L6 14,7
K 2 Sore Throat 31 9.9
$ 2 Cough 3l 9.9
" i Follow-up 22 7.0
’ 5 Resh 19 6.0
o 6 Flu Symptoms 18 5.8
i 7 Congestion 15 4.8
"‘ T LBD 15 4.8
i 9 Earache 13 L,2
! 10 Eye Pain _lo 3.2
X TOTAL FOR THE TOP 10 220 T0.3
ﬁ ¥Total Useable Observations 313
|
‘.
« Q:‘ Diagnoses (Dispositions)
[/
5 1 Referred 28 9,8
n 2 Allergy Rhinitis 20 7.0
" 3 S8inisitis 19 6.6
'y N Bronchitis 16 5.6
* 5 Flu Syndrome 15 5.3
4 6 LED 10 3.5
N T Tendenitis 9 3.2
| 8 URI 8 2.8
X 8 Pharengitis 8 2.8
¥ 8 Virel Syndrome 8 2.8
! TOTAL TOR 'THE 'I'OP 10 1ha L9, 3
¢ i #Total Useable Observations 286

. ¥The clinic surveyed at total of 3L3 patlients, the total number of observations
. listed under complaints and diagnoses refers to the number of useable/identifiable
entrles for those catepories.
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FAMILY PRACTICE CLINIC

10 Most Frequent Medical Complaints and Diagnoses

CHIEF COMPLAINT (Reason for Patient Presenting)

RANK DESCRIPTION ACTUAL # %
" Follow-up Appointment 24 15.6
2 Physical Exam 12 7.8
3 Pap Smears 11 7.1
3 Flu-Symptoms 11 7.1
5 Ear Ache 10 6.5
6 Back Pain 8 5.2
7 High Blood Pressure 7 4.5
8 Routine 0B Visit 6 3.9
9 Ear Infection Follow-Up 5 3.3
10 Well Baby Check-Up 5 3.3
Total for the top 10 101 66.0

*Total Useable Observations 153

Diagnoses (Dispositions)

ﬁ&, Pregnancy 12 7.7
‘e Physical Exam 12 7.7
3 Hypertension 10 6.5
4 LBD 7 4.5
4 Serous Otitis 7 4.5
4 Otitis Media 7 4.5
7 Sinus Infection 5 3.2
8 Diabetic 4 2.0
8 Well Bahy Check 4 2.6
8 Vaginitis 4 2.6
8 Anemia 4 2.6
8 Routine 0B Visit 4 2.6
Total for the top 12 80 51.5

*Total Useable Observatiaons 155

. *The clinic surveyed a total of 183 patients, the total number of observations listed
under complaints and diagnoses refers to the number of useable/identifiable entries
for those categories.

y
a
}
{

K

FIGURE T. 3
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OBSTETRICS AND GYNECOLOGY

iga 10 Most Frequent Medical Complaints and Diagnoses

In this particular clinic the complaints and diagnoses
are listed together due to the limited catagories of
complaints and diagnoses unidentifiable by the clinic

§

ot

i

\

\5

X

staff. %

RANK DESCRIPTION ACTUAL # % 3

1 (B Routine 155 33.6 h
2 Follow-Up Appt 61 13.2

3 PAP Smear 39 8.5 ;
4 Vag Infection 32 6.9

5 Problem GYN - ? 27 5.9 )

6 Preg Test 22 4.8 E
7 Lower Abdominal Pain 20 4.3

8 BCP Refill 18 3.9 \
8 Vaginal Bleeding 18 3.9

10 IUD 8 1.7 o

10 Colpo 8 1.7 )
Total for the top 17 408 " 88.5

*Total Useable Observations 461

3 h

. 3

E

3

'

*The clinic surveyed a total of 504 patients, the total number of observations listed 7

under complaints and diagnoses refers to the number of useable/identifiable entries !

for those categories. ’

;

{

o ;

FIGURE I. 4 f
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SAMPLE SIZE CONSIDERATION

This is a brief discussion of sample size considerations:

The population size is the number of items which are the subject of the study.
If the population to be studied are those patients who are treated in the emergency
treatment room in 1981, that number may well be 50,000. Conversely, an audit of
gunshot patients seen in the same clinic may represent only twenty incidents. If the
population is small a complete audit of all encounters may be possible and that
audit will be very accurate. It is more likely that the audit will be on a large
population, and therefore sampling techniques are necessary.

If a sample needs to be taken of the population there are certain principles
that must be observed. Randomness of the sample is the key to arriving at a true

picture of the population. Two conditions must be met to achieve randomness: (1)

all observations must come from the same population, and (2) the sample

observations must be statistically independent.

The first condition is met by adhering to the criteria discussed earlier
regarding clear identification of the subject of study. The independence of the
observation is based upon the pouint that the observations should stand alone and
their selections should not change thc value of other possible observations.

The problem of randomness needs to be discussed further. 1f the sample is to
be a valid reflection of the population an idea of what the population looks like is
necessary. The sample should be comprised of all elements of the population or at
least all elements of the population must have an equally likely possibility of being
selected. Elements of the population may be excluded froin the sample for
seemingly obvious reasons in retrospect. If "stat lab test" is to be sampled, the
sample should provide the opportunity for all requestors of "stat lab test" to be

included. Limiting the time frame for data collection so that certain activities will

129
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.’;” be excluded will taint the results. If the data collection is conducted on Tuesday
and several clinics do not operate on Tuesdays, then those clinics will not have the
opportunity to be represented. In determining the data collection scheme the
individual conducting the study should be cognizant of the potential of excluding
population data.

Following the evaluation of how the sample is to be done to insure randomness
and independence, the size of the sample needs to be determined. Sample size is
dependent upon the cost of the sampling, the timeliness of the sample, and the
accuracy desired. Cost is significant in any sample; the time and effort required to
collect the sample information should be reviewed before undertaking a quality
assurance study. A very short sample collection period will reduce the size of the
sample. The desired accuracy of the final result must be taken into consideration.

PN The results of sample generally become more accurate as the size of the

sample increases. Of course, as the size of the sample increases the cost of the

study study increases and the timeliness of the study decreases. The decisiocn on

SR AR TR E XTI ETS T DO R AL T ST EE L ST X ™

which of these three factors is the most important is solely that of the individual
who will have to make decisions based on the results. There is no magic number

which an individual can point to and say that is the minimum acceptable sample

P N e L

size, The central limit theorem stipulates that with a large n (sample size of 30 or
greater) the theoretical sampling distribution of R (mean or average) can be
approximated by the normal curve.l® This theorem is the basis for many
statistical tests and therefore the number 30 is a valid milestone if the individual
conducting the study plans to use statistical tests based on the central limit
theorem.

The vast array of other statistical tests which can be used in evaluating study 1

Q'Fs results are not based on the "large n" of the central limit theorem. To use 30 as a

guide may result in incomplete data for other tests of significance. To circument




e

the possibility of either having too much or too little data the literature should be
consulted prior to data collection to ascertain what sample size would provide

adequate information for the statistical test to be used.
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DESCRIPTIVE STATISTICS

The occasion may arise that a study concerned with "discovery" is to be
instituted. Discovery is useful in describing a situation for which a performance
objective is not established. For example, the Chief, Professional Services may be
interested in the number of times a patient receives a busy signal when attempting
to call for a medical appointment. The obvious method to obtain an approximation
of this problem is to conduct a data gathering experiment which will consist of n
elements which will together comprise the sample. The elements discussed earlier
regarding factors which stiould be considered in sampling apply i.e., timeliness,
cost, precision, randomness, and independence. The outcome of the sample should
provide a minimum of the following elements:

x = Value of the measurement in the sample (unsuccessful number of phone

attempts

n = The sample size

X = The sample mean (arithmetic average)

$2 = The sample variance

s = The standard deviation of sample

mode = The most cominon value in the sample

R = Range of values

median = The middle value or the average of the two middle values if an even

number of values in the range

In addition to the above data the sample results should contain a graphic
representation of a frequency polygon (next page). This graphic presentation
enables the observer to judge the symmetry and/or skewness of the sample. This
visual presentation alleviates a great deal of narrative description as the picture

speaks for itself.
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The actual calculation of the statistics of a sample and the construction of the

visual presentation of the data was performed by a Hewlett-Packard minicomputer.

T .
.
_—-- ey

Subsequent to data collection, computation of the statistics, and visual

presentation, evaluation of the sample results can be undertaken. The sample

;

results may reveal what is perceived as a problem or the resu'-- may be favorably ‘

received and the process is ended. If the results indicate a problem then the data .

becomes the baseline data for evaluating the effectiveness of follow-up actions. ':.

The follow-up hypothesis can either be based on the initial results or another :::

objective. For example if an average (X) of 3 unsuccessful attempts to reach the .

appeintment clerk preceeded the actual telephone discussion that statistic ®) or a ::

lower one, 2 attempts could be the hypothesized value. :E

’;“ Ho:M &3 unsuccessful attempts Hofd®2 unsuccessful attempts ’
HA',U'<3 unsuccess ful attempts > Hpgd=2 unsuccessful attempts 3

The sample is extremely useful in developing a basis for decision making and ;

subsequent evaluation of follow-up action etfectiveness.
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HYPOTHESIS TESTING
(LARGE SAMPLE)

Hypothesis testing is applicable to studies which have a predetermined
compliance level which will be used to judge performance based on clinically sound
criteria. For example, the pathologists are concerned whether "stat" tests are
actually being evaluated by the staff appropriately., The sole criteria for
evaluating the situation might be "annotation in medical records of test results
within 24 hours of completion of test." In order to test this criteria, a number of
decisions need to be made:

1.  Determine an acceptable compliance rate. In many areas a goal of 100% is
mandated. In this example 90% will be used.

2. Establish a level of confidence. This is the probability of being correct. In
this example the pathologist desired a 95% probability of being correct.

3. Develop the hypothesis and define the terms. The expression of the hypothesis
in statistical notation is not necessary but is helpful for convenience. To be able to

use notation, a legend of symbols to be used is included.

P = The population portion
n-= The sample size
x = The number of samples which fulfill the criteria
p= The sample proportion, the estimate of P
Op =  The standard error of the sampling distribution of the sample

proportion
Hg = The null hypothesis

Ha = The alternate hypothesis
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Py = A number representing a hypothesized value of the population

& = Level of significance, | - (level of confidence)

E =  Maximum tolerable difference or error between the population

portion and the sample estimate
= The standardized normal variate use in a one-tail

CV = The critical value

Za}i The standardized normal variate use in a two-tail test.
Not all the values for the symbol shown above have been computed as of yet. At
this point the hypothesis can be developed.

Ho;p .90= (the population proportion complying with the criteria is equal to

or greater than 90%)
Hp:P  .90s (The alternative hypothesis is that the compliance rate is less than
90%)
A =,(5= (95% probability of being correct)
Z =1.65= Standard normal value ofo = .05 in a one tail test of significance
(Z value)
4. Determine the sample size. Several decisions need to be made in estimating
the sample size.

a. Determine the maximum percentage of error in estimating the portion of
the population which is fulfilling the criteria. The pathologist wants the estimate
of the population portion not to differ from the actual population portion by more
than .05 (5%).

b. Compute the sample size., One last decision has to be made prior to
computing an estimate of what the portion of compliance is. Despite the

incongruency since the purpose of the audit is to determine the portion, some value
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must be assigned. An estimate of 50% will result in the largest sample size
estimate, deviation either side of 50% will decrease the sample size estimate. A
small pilot audit might suggest a figure of 70% or the pathologist may just have an
intuitive estimate. If in retrospect the sample size was too small the preciseness
of the estimate will suffer. Similarly, if the sample size is actually greater than
necessary the precision of the estimate will increase. In this example a pilot study
suggests that a compliance rate is approximately 80%. The following information
is now available.
E =.05 Maximum difference or error between the population portion of
compliance and the sample estimate.

P = .80 Estimate of actual compliance based on pathologist's estimate

o =,05 Level of significance
Zog = 1.65 Z value

To compute the sample size estimate the following formula is used:

h=P-(1-P) <Z-i‘§—> =.80(.20)(1.65/.05)2
.80(.20)(33)2 = ,80(217.8) = 174.2 or

175, always round up

5. Conduct the audit and record results. The number of charts which fulfill the
audit criteria x is divided by the number of records audited, n or sample size, to
arrive at p, the sample proportion or estimate of P. Continuing this example 180
records were audited, n - 180, and 150 met the criteria, x = 150. The calculation of

the sample portion is:

p=x/n=150/180=.833




6. Test the hypothesis. The test of the hypothesis involves the following
information:

n=180,04=.05, x=150, Po=-90, Zog =1.65,
CV=unkown, p=unkown.

Hg: P2.90 Hy:P=.90
The criteria value represents the decision point in the hypothesis test. The

critical value is a combination of the hypothesis value of the population with an
adjustment which is the standard error of the sampling distribution. The result is a

value below which the null hypothesis can be rejected. The calculating formula for

Op is:
/Po 1-Po .90(1-.90)
n 180
/.09 = 1’ .0005 = (.0223607)
180

The critical value (CV) = Pg - 4 Op=

.90-~1.65(.0223607)=
.90~.037=
.863

Decision rule:
ACCEPT Ho:p;”:.863

REJECT Hp:p=<.863

The value of p = .83 (i.e., p = }gg ) therefore the null hypothesis is rejected

and the alternate hypothesis is accepted. Referring back to the development of
the criteria for the study it can be concluded that "stat" test results are not
annotated in the medical record within 24 hours. Before concluding the
pathologists may want to check the possible error in estimating the population
portion based on the sample size and portions. This relates back to the sample size

estimate formula,

~P) (Zot /E)°




"g'% That formula can be manipulated to solve for E,
“ E=z Pg 1' P l

) n

) Based on the survey results the value of E is:

E=1.65  -83(1-.83) =
180

1.65(.027998)=.046

e

The fina!l value of E (.046) is less than the value stipulated earlier in the problem

(.05) therefore the sample size estimate was adequate.
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X @ ANALYSIS OF VARIANCE

The analysis of variance test is useful in evaluating the effectiveness of
A quality assurance tollow-up actions. The analysis of variance test enables the
K individual conducting a study to evaluate the effectiveness by comparing the

compliance rates for the various criteria in two random samples by comparing the

0 sample variances. An explanation of the reasons why an evaluation of sample
¥ variance can be used to determine whether the compliance rates are equal or
LY

\ statistically different is again best left to the statistics textbooks.

N

.' An example of the analysis of variance test will be demonstrated via the audit
N data included in the corneal abrasion audits (Appendix D and E). The criteria for
}

K the audit was developed (Appendix D), and an initial audit of 32 records revealed
p AN the following non-compliance rates:

®

g Criteria:

»

L Initial Follow-up

W

® a. No mechanism of injury noted ~ 12.5%  10.5%

) b. Mo subjective systems listed 40.6% 36.8%

A c. No visual activity noted 21.8% 36.8%

‘ d.  No fluorescein test cited 46.8% 36.8%

[ e. No eye inspection noted 0% 0%

e f.  Diagnosis not given as "corneal

W abrasion" 9.3% 10.5%

) g. Treatment plan did not list

) topical antibiotic 65.6% 21.0%

R . Treatment plan did not list

v pressure patch 50.0% 36.8%
N i« Follow-up did not specify

Y, return visit within 24 - 48

hours 34.3% 0%

"

"

e

d
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The results of the study prompted actions to educate the emergency room
staff on the criteria which would be the yardstick for further evaluation. The
effectiveness of the follow-up actions was measured by an audit of 19 charts using
the same criteria and the results are listed in the follow-up heading above. Taking
into account the negative approach of the audit and the measurement of non-
compliance rather than compliance, the follow-up figures reflect a general overall
improvement in care. The question is whether it is statistically significant. The
analysis of variance test provides the framework for determining whether the
improvement is based on an actual increase in the performance of the emergency
room staff or if the improvement can be attributed to chance.

To illustrate the analysis of variance test, the data for the corneal abrasion
test was fed into the hospital's minicomputer. The calculations involved in
performing this test are tedious and best left to a computer. The printout (next
page) provides a number of key values for the individual who conducts the study to
review. The top array of data listed as treatment #! and #2 is merely the non-
compliance rates for the initial (treatment) and the follow-up (treatment 2) audits.
Next, the computer calculated the mean (average) non-compliance rates for
treatment | and 2. The variance, i.e., 471.1536 and 262.6319 respectively is the
sum of all the (observed values - mean)2 The initial study had a non-compliance
rate of 31.2111% and the follow-up audits non-compliance rate was 21.22%. The
decrease in noncompliance (10%) is sizeable but the key to determining if this

reduction was statistically significant is the F statistic. In this example the F

statistic is 1.2733. If the auditor wants to be 95% confident that the difference in

SN T W IERRR T P R IFRIALEL T s S e

"R XL L

It el =




s @ ox

-
rd

PR .

q

N N ST

the mean values of the sample results is not due to chance, a critical value of the F
statistic, in this case of | degree of freedom in the numerator (DF NUM) and 16
degrees of freedom in the denominator (DF DEN), the critical value, 4.49, can be
extracted from any statistics textbook. The calculated F statistic 1.2733 is less
than F critical, 4.49, therefore the auditor is not able to state that the differences
in the non-compliance rates are different and be 95% confident of being correct.
The printout shows the level of significance associated with an F statistic of
1.2733. By subtracting the level of significance from 1, the level of coniidence is
revealed (1 -.2758 = .7242). In any statement regarding the difference between the
non-compliance rates the auditor could only be 72.4% certain the difference was do
to actual changes in the staff's compliance with the audit criteria.

The analysis of variation test appears to be extremely complicated at first
glance but with the aid of the computer the clinican has a powerful analytic tool at
his disposal. The F statistic is the key to evaluating the test results and the
Hewitt-Packard minicomputer automatically calculates not only the F statistic but
also the level of significance for the test. By subtracting the level of significance
from 1, the clinican has the level of confidence which the results represent. The
determination of what level of significance is necessary to demonstrate a real
change depends on the level of risk the individual conducting the study is willing to

take in accepting the results.
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RHI-SOUARE "=" EXFECTED 'JALLES

1= 4
t  OBRSERVED EVRECTEN
) - FREQUENCY FREDUEMOY
. 1 25, 00 R INPRALE
; 2 17.00 =, O
’ It 15,00 20,00
4 2T 00 20,00
) S 24.00 200,00
X & 16.00 20.00
\ CHI-SOUARE= 5, 000
po=
DF= %
FROB CHI-SQUARE ¥ 5, 000N
; = L4189 '
)
v
- CHI-SCOUARE °#" EXFECTED YALUES L
:
K I (1) E(D)
ﬂ? 1 8. 0000 9. 6000 .
K 2 50. 0000 46.7%500 "
R 3 47,0000 51,8500 b
y 4 55, 0000 S4. 4000
; 5 &, Q00O 8. 2500
' 6 14, QOO0 9. 1500
‘ !
0
[}
[}
h fi = & :
1  OBSERVED EXFECTED
K FREQUENCY FREQUENCY i
X i 8. 00 .60
) 2 50,00 446,75
3 ! 47.00 1,85 ;
4 54, 00 54, 40 }
= .00 8. 2%
6 14,00 9.15 "
t CHI-SQUARE= 4.8444 g
h k= b b
J DF= S /
FROE CHI-SQUARE > 4.8444
[]
B |
=  .43572
T ~ i
M
]
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Linear Regression Analysis
Outpatient Satifaction Survey by

Clinic
i@bl X Y(I)
1 2.7700  19491.0000 X=0utpatient satistaction rating as
2 2,.6900 165%59. 0000 determined via a survey,
= %, 0000 E557 .. D000 Y=Total annual outpatient visits
4 2. 3000 6902, 0000
=] 2.6300 10853, 0000
b6 2.4400 12215.0000
7 2.8300 4082. OO00
8 22,9600 640%. OO00
9 2.7800 22157.0000
10 26700 19132, 0000
i1 2.4200  T4900. 0000
12 2.6500 120T. 0000
! 2.7900 4351 . 0000
i4 23300 29495. 0000
15 22,9300 47720000
14 2.9%00 29467 . 0000
17 2.6900  46282.0000
i8 2.3X00 T49464.0000
19 2.6700 12654, 0000
20 206900 44400, QOO0
21 2. 7500 R772.0000
22 2.9300 S5745. 0000
27 2.7000 28994, 0000
Ny

MAXIMUM DEGREE REGRESSION= 1

AOV: LINEAR REG:CODE 1

SOURCE/DF 84 MS F
TOTAL 22.

REG 1. . 77
RESID 21. .

R SAUARE = 0. 267

YHAT =11411%5.773+-36110.480

e X X A A= K K KR P YT Y R WO R i T ™ F oA e T ™ PR RSN PR ™ DX ™ RO

F@U\\ck\\ = ¥ (‘17“)'&5‘) =H,2372

F77 7 Fedd2
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QA STUDY DEVELOPMENT FORMAT

The twelve steps listed below were developed by the author as a guide to
insure completeness of a QA study.
Steps:

1. Determine the procedure to be audited. This selection process can be based
on cost, sudden increase in number of tests performed, possible delitarious patient
effects, identification of problems involved with the procedure by hospital staff or
patients, or any other problem identification process.

2, Establishment of audit criteria. The criteria should be explicit and
thoroughly understood by those who will conduct the audit. The criteria should be
acceptable to the staff who order the procedure.

3. Determine the compliance level which will be standard for evaluating the
audit results. The establishment of a compliance of 100% will almost assure an
unfavorable outcome, if a compliance rate of 90% or 85% is acceptable,
consideration should be given to setting a standard less than 100%.

4. Select the statistical test which will allow a valid conclusion to be drawn on
whether the audit results meet the compliance goal. A more complete discussion
on selection of a statistical test is in the next chapter.

5. Determine the sample size which is necessary to gather sufficient data to
conduct the statistical test. A reminder that if records must be retrieved from the
outpatient records area, double the number of records requests due to the
previously mentioned retrieval problems.

6. ldentify the records to be audited. The laboratory and radiology copies of
test results provide the key to identification of the patients to be audited. For

pharmacy the prescription form also provides the same information. In selecting

the records to be audited, the randomness of the selection process must be insured.
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The outpatient record branch must have b

S L

othrtherpéitrirent's name and social security
number to be able to locate the record.

7. Conduct the audit. The actual performance must be measured against the
criteria and recorded on a worksheet. Confidentiality of the patient and the
provider must be insured. This can be accomplished by using a code to identify the
provider, assigning numbers is acceptable. The last four numbers of the patient's
social security number is adequate identification of the patient. A key which lists
the patients' names and social security numbers, as well as the provider and his
code number should be safeguarded by the official conducting the audit. An
example of a worksheet is in the following chapter.

8. Perform the statistical test. The statistical test will provide a statistical
basis for evaluating the actual clinical practice of the population of interest as
measured against the criteria.

5. Draw conclusions based on the statistical results. If the results are obvious,
either good or bad, the conclusions can be drawn quickly. The results may not be
clear. A judgement of whether the statistical significance/insignificance also
represents practical significance/insignificance will have to be made by the
individual reviewing the results. A statistical significant result may not present a
problem in the practical sense. The conclusion should address both the statistical
and practical significance of the findings.

10. Develop recoinmendations. If the findings indicate problems,
recommendations for resolution of those problems need to be developed. If the
actions to correct the problems are outside the department then the individuals
who do have the authority must be notified.

11. Establish follow-up studies. The process of quality assurance is not complete
until the problem is corrected. To insure compliance, follow-up studies are

required. The frequency of follow-up is dependent on the nature of the problem. If
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actions to correct the problem can be taken quickly then the follow-up study may

be scheduled shortly after the initial study. Whatever the situation, the follow-up
study has to be done to validate the efficiency of the remedial actions. Some
problems may require constant monitoring; the emergency room has a constant
flow of providers and therefore 1o assume that a problem is resolved based on one
satisfactory follow-up audit may not be valid in the long run.

12. Submit the study to the quality assurance committee. The complete audit
should be forwarded to the hospital quality assurance committee to insure that the

flow of information is maintained.
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